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ABSTRACT
Author: Jin, Lan. PhD Degree
Institution: Purdue University
Degree Received: December 2017
Title: A Web-Based Intervention with Culturally Tailored Messages to Improve Mental Health
among Asian International Students with Mild-To-Moderate Depression: A Pilot
Randomized Controlled Trial
Major Professor: Lalatendu Acharya

The study aims to: 1) design, develop, and test culturally tailored messages to address the
mental health needs of Asian international students (AIS); and 2) assess the potential and
acceptability of a web-based intervention (myCompass program) with culturally tailored
messages to reduce depressive symptoms and improve related mental health outcomes among
AIS with mild-to-moderate depression.
The culturally tailored messages were designed, developed and tested through three focus
groups (N=15), thirteen individual interviews (N=13), and an online survey (N=85) with AIS.
Data was analyzed using the constant comparative method. The final cultural message themes
used in the intervention arm included: 1) increasing the awareness of mental health and reducing
stigma, 2) motivational quotes, 3) available and accessible resources for AIS to improve mental
health, 4) seeking help from social network and interpersonal skills with American peers and
faculty, 5) adjusting to American culture and college life, 6) coping strategies to reduce stress
and improve mental health, and 7) safety issues for AIS. The PEN-3 cultural health
communication model was used to frame the study.
A web-based intervention (myCompass program) with culturally tailored messages was
conducted at Purdue University. Twenty-one AIS participants (N=21) with mild-to-moderate
depression were recruited and randomly assigned to the intervention group (myCompass with
culturally tailored messages; n=11) or the control group (myCompass with untailored messages;

xii
n=10). Data was collected at baseline, mid-intervention (3 weeks), and post-intervention (7
weeks), and analyzed on an intent-to-treat basis, using nonparametric tests.
The results showed large and significant improvement in the intervention group for
depressive symptoms, help-seeking intention for emotional problems, and mental health selfefficacy from baseline to post-intervention. Further, the mental health self-efficacy level of the
intervention group was significantly higher than the control group at post-intervention. Besides,
the intervention participants who received culturally tailored messages were more likely to
recommend the messages to other AIS than the control group, who received untailored messages.
The results indicated that the use of the web-based program (i.e., myCompass) with culturally
tailored messages could produce significant benefits to the mental health of AIS, and was
acceptable to the users. The continued development of web-based intervention technology for
mental health disorders with tailored components is crucial to reach many minorities who would
not otherwise seek help. Further efforts need to focus on designing adapted elements for diverse
populations, and examine both short- and long-term effectiveness.
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CHAPTER 1. INTRODUCTION
Depression has become a prevalent mental health problem among college students (Beiter et
al., 2015; Young, Fang, & Zisook, 2010). The average onset age of depression peaks between
ages 15 to 19, and 39.1% of college students reported that they felt “so depressed that it was
difficult to function in the last 12 months” (American College Health Association National
College Health Assessment [ACHA-NCHA], 2017). Major depression, a constant sense of
hopeless and despair, is the leading cause of disability in the United States (Siu et al., 2016).
Depression in college students is associated with increased risk of substance abuse, decreased
immune system functioning, family problems, rejection at school or work, social isolation,
premature death in medical conditions, and suicide (Harvey et al., 2011; Hysenbegasi, Hass, &
Rowland, 2005; Jeon, 2011; Whitton & Whisman, 2010). Early notice of warning signs that
related to depression could facilitate time-sensitive interventions (Calear & Christensen, 2010).
Accordingly, effective and evidence-based public health interventions are crucial to eliminate the
risk of depression among college students (Proudfoot, 2013).
The number of international students in the US has increased rapidly, from 582,996 during
the 2001-2002 academic year to 1,078,822 during 2016-2017 (Institute of International
Education [IIE], 2017). International students may experience huge stress during the process of
transitioning to the American college, due to language barriers, acculturative stress, interpersonal
problems, sense of loneliness, academic difficulties, and financial hardship ( Lee, Chan,
Ditchman, & Feigon, 2014; Sheu & Fukuyama, 2007; Yoon & Jepsen, 2008; Zhang & Dixon,
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2003). Depression is often reported as a principal mental health problem among international
students (Jenny, Lin, & Kishimoto, 2003; Jin, Acharya, & Collins, under review; Nilsson,
Berkel, Flores, & Lucas, 2004). Hahn (2010) found that 22.6% of international students were
clinically depressed, a figure that is two times higher than domestic students. Similarly, Acharya,
Jin, and Collins (revise and resubmit) assessed that international students reported higher level of
depressive symptoms than domestic students, and they encountered specific stressors that
associated with depression, such as poor academic performance. Therefore, the psychological
difficulties associated with this complex adjustment process need to be investigated. A failure to
address the mental health needs of international students may lead to adverse consequences,
including substance abuse, suicide, homicide, or violence (Holguin, 2011; Lee et al., 2014).
The significance of addressing mental health problems among international students is
particularly relevant for Asian international students (AIS), who are the largest international
student population in the U. S. (Yoon & Jepsen, 2008). AIS account for 60% of all international
students, the majority of whom come from China (28.7%), India (11.8%), and South Korea
(8.6%; IIE, 2017). Other AIS home countries and regions include Japan, Taiwan, Vietnam,
Nepal, Thailand, Hong Kong, Indonesia, Malaysia, and Pakistan (IIE, 2017).
Given the large heterogeneity of AIS, a prototypical description that equivalently represents
this population is impossible (Sheu & Fukuyama, 2007). However, it is generally assumed that
Asians share many cultural values, for example, collectivism, conformity to norms, emotional
self-control, family recognition through achievement, filial piety, and humility (Kim et al.,
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1999). Previous studies have illustrated that AIS encounter the following unique stressors and
challenges: culture shock, language barriers, academic difficulties, social isolation, ethnic
discrimination, legal status, and financial problems (Dao, Donghyuck, & Chang, 2007; Mori,
2000; Yoon & Jepsen, 2008; Zhang & Dixon, 2003). Due to the constant demand for cultural
adjustment and coping with these stressors, AIS are at a greater risk of psychological problems
(Mori, 2000). For example, Garlow et al. (2008) reported that 41% of college students have
experienced depressive symptoms during the last year. Han, Han, Luo, Jacobs, & Jean-Baptiste
(2013) found that 55% of Chinese international students reported that they had depressive
symptoms. Besides, previous research has consistently demonstrated that AIS experience more
difficulties with acculturation to the American environment and more extreme cultural
discrepancy than their European international peers (Dao et al., 2007).
Despite a widespread vulnerability to mental disorders, prior research have discovered that
AIS are less willing to seek support and help for mental health problems or utilize professional
mental health service than other international students and domestic students, due to the
combination of a number of factors: the stigma of mental illness, a lack of culturally-appropriate
services for Asian students, limited English proficiency, etc. (Abe-Kim et al., 2007; Kearney,
Draper, & Barón, 2005). It is imperative to increase AIS’ access to psychological support that
reduces barriers and improve corresponding health outcomes. The internet has become a
practical platform for conveying psychological interventions for the public and people with
mental health symptoms, and illustrated the advantages to reduce the barriers to utilizing mental
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health services (Andrews, Cuijpers, Craske, McEvoy, & Titov, 2010; Clarke & Yarborough,
2013). Online resources- smartphone applications, web-based programs, and interactive forumsare increasingly used for disseminating and receiving necessary mental health support (Burns,
Davenport, Durkin, Luscombe, & Hickie, 2010). Web-based programs are found to be easy to
use and widely-available for the users (Ahtinen et al., 2013).
Many of the tested web-based mental health interventions utilize Cognitive behavioral
therapy (CBT) to promote healthy thoughts and behavior, and improve positive mental health
(Beck, 2011; Powell et al., 2013). CBT is the therapeutic basis of many mental health
interventions, and has become one of the leading psychotherapy methods due to its proven
efficacy and quick treatment timeline (Beck, 2011). Numerous outcome studies have examined
the efficacy of CBT to treat psychiatric disorders and psychological problems (Blankers,
Salemink, & Wiers, 2016; Hofmann, Asnaani, Vonk, Sawyer, & Fang, 2012; Huguet et al.,
2016). Internet-based CBT interventions have been proven to be as effective as traditional inperson therapy for the treatment of social phobia and panic disorder (Beck, 2011; Carlbring,
Nordgren, Furmark, & Andersson, 2009; Khanna & Kendall, 2010; Kiropoulos et al., 2008).
Moreover, the National Institute for Health and Care Excellence (NICE, 2009) suggested that
computerized/web-based CBT would be appropriate and cost-effective to use for individuals
“with subthreshold depressive symptoms or mild-to-moderate depression”. The significant
benefits of using CBT in web-based interventions are increased access to evidence-supported
therapy and a reduced cost (Blankers et al., 2016). For individuals who may not have received
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traditional therapy due to the related stigma, such a use of technology could empower them via
therapy that is cost-effective (Spurgeon & Wright, 2010).
The number of web-based mental health interventions is speedily growing. Several webbased CBT interventions have been tested and recommended by the National Institute of Health
and Clinical Excellence for a number of mental health conditions, including MoodGYM, a tool
to prevent depression (Powell et al., 2013); BiteBack, for teenagers’ mental health; Beating the
Blues, for mood and anxiety disorders (Kaltenthaler, Parry, Beverley, & Ferriter, 2008;
Proudfoot et al., 2004); FearFighter, for overcoming phobias and anxiety; and myCompass, for
anxiety and depression in adults (Proudfoot, 2013). Among these, the program myCompass
(www.myCompass,org.au) is a free, CBT-framed, and web-based self-help program to teach
people to self-manage their mental health problems (e.g., stress, depression, and anxiety) via
computer and mobile phone (Proudfoot et al., 2013). Several randomized controlled trials (RCT)
have tested that myCompass program is effective to reduce symptoms of mental illness (i.e.,
mild-to-moderate depression) and overall psychological distress with a high level of user
satisfaction (Clarke et al., 2014; Harrison et al., 2011; Proudfoot et al., 2013).
However, most of these existing web-based interventions, including myCompass, are
designed for general populations, and often ignore the cultural context of distinct populations.
Little is known about whether and how the web-based interventions work among minority
populations. Griner and Smith (2006) suggested that culturally tailored mental health
interventions are more effective than general interventions. Nevertheless, there is a lack of
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studies that focus on mental health interventions that are culturally-tailored for the AIS
population.
Interventions that use supportive messages have been proven to have a beneficial impact on
reducing mental health problems and promoting health-related behavior (Agyapong et al., 2015).
Previous studies have shown that tailored supportive messages are effective to improve healthrelated behavioral outcomes, such as adherence to cancer prevention, mammography screening
intentions, and smoking cessation (Kreuter, Oswald, Bull, & Clark, 2000; Noar, Grant
Harrington, Van Stee, & Shemanski Aldrich, 2011; Skinner, Strecher, & Hospers, 1994; Strecher
et al., 1994). Jensen, King, Carcioppolo, and Davis (2012) suggested that tailored messages may
be more effective due to perceived relevance. Individuals may perceive a message is relevant to
them if it responds to their characteristics, life experiences, reading ability, cultural markers, and
other preferences (Kreuter & Wray, 2003). Past research has also found that tailored messages
are more attractive, informative, effective, and of higher quality (Bull, Holt, Kreuter, Clark, &
Scharff, 2001; Cho & Boster, 2008; Fishbein, Hall-Jamieson, Zimmer, Von Haeften, & Nabi,
2002; King, Jensen, Davis, & Carcioppolo, 2014). Although tailored messages are proven to be
more effective than untailored materials, limited studies have developed or examined tailored
messages among minority population (Dobson et al., 2017).
Prior studies on cultural tailoring mainly focus on proximate outcomes (e.g., reactions to
photos of diverse racial/ethnic people in the educational materials), rather than the impact of the
culturally tailored interventions on functional health outcomes (Fisher, Burnet, Huang, Chin, &
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Cagney, 2007). The current study aims to design, develop, and test culturally tailored messages
to address the mental health needs of AIS, and then assess the potential and acceptability of a
web-based intervention (myCompass) with the culturally tailored messages to reduce depressive
symptoms and improve other outcomes among AIS with mild-to-moderate depression.
Purpose of the study
Purpose
The study aims to design, develop, and test culturally tailored messages to address mental
health needs of AIS, and then evaluate the potential and acceptability of a web-based
intervention (myCompass program) with the culturally tailored messages to reduce depressive
symptoms and improve related mental health outcomes among AIS with mild-to-moderate
depression over time, comparing to control group (myCompass with untailored messages; Figure
1).
Hypotheses
The hypotheses of this research are as follows:
H1: Depressive symptoms would be significantly reduced in participants in the
intervention group (myCompass program with culturally tailored messages; MTM) at
mid- and post-intervention assessments, relative to participants in the control group
(myCompass with untailored messages; MUM).
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H2: Mental health help-seeking intention for emotional problems would be significantly
increased in participants of MTM at mid- and post-intervention assessments, relative to
MUM.
H3: Mental health help-seeking intention for suicidal thoughts would be significantly
increased in participants of MTM at mid- and post-intervention assessments, relative to
MUM.
H4: Stigma toward help-seeking would be significantly decreased in participants of
MTM at mid- and post-intervention assessments, relative to MUM.
H5: Mental health self-efficacy would be significantly improved in participants of
MTM at mid- and post-intervention assessments, relative to MUM.
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Stage 1: Message-design study
Design, develop, and test culturally tailored
messages

2: Intervention study
Evaluate the potential and acceptability of
a pilot RCT
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Figure 1. Study Design
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CHAPTER 2. LITERATURE REVIEW

Mental Health Help-Seeking Intention and Behavior of Asian International Students
Seeking professional help or receiving appropriate treatment is crucial for recovery, since
early diagnosis and treatment are very efficient to reduce depressive symptoms and prevent
severe outcomes (Chu & Sue, 2011). For example, the counseling context can help AIS practice
how to establish strong social network and improve interpersonal skills (Sheu & Fukuyama,
2007). In addition, AIS may feel safe in the counseling center to develop strategies about racial
discrimination they encounter (Jenny et al., 2003). Counseling also can facilitate students’
coping process with acculturative stress, to reduce depression and psychological distress (Sheu &
Fukuyama, 2007).
However, prior studies have discovered that AIS have low intention to seek help for mental
health problems, are less likely to utilize professional mental health service than other
international students and American students, and are underserved regarding psychological
counseling (Yakushko, Davidson, & Sanford-Martens, 2008; Zhang & Dixon, 2003). It is caused
by a combination of certain factors such as stigma toward mental illness, lack of culturallyappropriate service for Asian students, and limited English proficiency, etc. (Abe-Kim et al.,
2007; Kearney et al., 2005). Wang et al. (2005) found that only 28% of people of Asian origin
with depressive symptoms use psychological health care (54% in the general population). Other
research examine that Asian students are less willing to seek psychological services and less
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likely to self-refer to counseling than the Whites (Eisenberg, Golberstein, & Gollust, 2007;
Garland et al., 2005; Masuda et al., 2009; Mitchell, Greenwood, & Guglielmi, 2007), as well as
than their international student peers (Hyun, Quinn, Madon, & Lustig, 2007; Yakushko et al.,
2008).
In addition, previous research suggest that AIS are more likely to attend few sessions and
drop out of therapy prematurely than their counterparts. For example, Yakushko et al. (2008)
reported that relative to students from Central and South America, AIS who utilized mental
health services on campus participated in fewer sessions. Similarly, 36% of international students
who used professional psychological services ended therapy after first appointment, comparing
to 12% of American students (Anderson & Myer, 1985; Yakushko et al., 2008).
Besides, recent research also indicates that AIS are less likely to request psychological help
from their informal support networks, such as families, friends, and significant others. For
example, Olivas & Li (2006) found that many international students avoid seek emotional help
from family and friends to prevent extreme worry and burden of their social network. In
addition, accessing to informal support network is challenging for AIS because of long distance
and time zone differences (Kaczmarek, Matlock, Merta, Ames, & Ross, 1994).
Rather than seeking help from professional mental health services, AIS are inclined to
search information and work out difficulties by themselves, rely on self-management and selfcontrol and delay seeking mental health services until problems worsen (Kearney et al., 2005;
Zhang, Snowden, & Sue, 1998). Further, people of Asian origin prefer alternate, nonprofessional

12
sources those are commonly available and easily doable, such as online information, self-help
(e.g., physical exercise, meditation), and traditional medicine providers (Chu, Hsieh, & Tokars,
2011; Yang, Corsini-Munt, Link, & Phelan, 2009). These findings above indicate that AIS have
lower help-seeking intention and less actual help-seeking behaviors from professional services
and informal social support as compared to their counterparts. Consequently, in most cases,
when such individuals seek psychological services they have already been at an acute stage of
mental illness, resulting in a worsening of untreated illness (Le Meyer, Zane, Cho, & Takeuchi,
2009).
Factors Associated with Mental Health Help-Seeking
A number of studies have demonstrated that AIS have low help-seeking intention and
underutilize mental health services despite the need, and identified various barriers to mental
health help-seeking (Chu et al., 2011; Masuda et al., 2009; Ruzek, Nguyen, & Herzog, 2011;
Ting & Hwang, 2009). The cultural, structural, and individual factors should be taken into
account in acknowledging mental health needs, help seeking intention and actions, and
developing mental health interventions among AIS.
Cultural factors
Prior studies have suggested that cultural factors to mental health help-seeking include
cultural values regarding conceptualization of mental illness, shame and stigma towards mental
illness, loss of face, self-disclosure of emotions, and level of acculturation in minority
populations (Leong & Lau, 2001; Ruzek et al., 2011).
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Conceptualization of mental illness
Many Asians view mental health disorders as a reflection of a personal weakness or a
physical health problem, as mind and body are intimately related to each other (Sue, 1998; Ying,
2002). Accordingly, Asians are likely to explain mental illness via organic causes, and report
somatic complaints of psychological distress, such as back pain, headache, and sleeplessness
(Chow, 2012; Jin & Acharya, under review; Kirmayer & Young, 1998; Zhou, Siu, & Xin, 2009).
Therefore, Asians who perceive a need to address their psychological suffering may be prone to
seek help from medical doctors or traditional healers (e.g., acupuncturists), instead of
psychological counselors (Lin, Inui, Kleinman, & Womack, 1982).
The concepts of stigma and shame
The concepts of stigma and shame may be associated with the low help-seeking intention
and underuse of mental health services. Stigma refers to the distress of being negatively judged
by surroundings because of seeking or utilizing professional psychological services (Masuda et
al., 2009). Since a cause of mental distress is often related to individual weakness, sense of
shame is a struggling concern for AIS (Kung, 2004). AIS as a collectivistic group are concerned
with fear of social stigma and of losing face of their family and community (Ting & Hwang,
2009). Individuals who use professional psychological counseling tend to be victims of labeling,
stereotypes and discrimination, since seeking mental health service is often socially stigmatized
(Corrigan, 2004). The anticipation of being stigmatized may reduce the willingness, intentions,
and behavior of help-seeking. Therefore, they may be reluctant or delay in seeking professional
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mental health services to avoid shame (Lin et al., 1982). For example, Korean American adults
viewed depression as a symbol of individual flaw and a shameful issue to the family if one
family member had mental disorder (Jang, Chiriboga, & Okazaki, 2009). Attitude towards
mental health services was affected by stigma related to mental disorders. Similarly, Masuda et
al., (2009) and Masuda & Boone (2011) found that AIS had greater mental health stigma towards
those with psychological problems, had lower stigma tolerance, and less open mind to seeking
psychological services than White students. In addition, Yoon & Jepsen (2008) reported that AIS
might view seeking mental health counseling as a greater stigma than do their counterparts,
which was influenced by collectivism orientation in Asian cultures. Thus, addressing stigma
should be a crucial focus of mental health interventions to promote help-seeking intention and
behavior of AIS (Sue, Cheng, Saad, & Chu, 2012).
Loss of face
Loss of face, defining as missing individual and family’s social respect and status due to
breaking traditional cultural norms and specific social roles, is another determinant of nonseeking intention and action of AIS (Zane & Yeh, 2002). Ho (1991) proposed that many Asian
cultures require individuals to save their own and surroundings’ faces to maintain group
harmony and interconnection. Loss of face in Asian culture could lead to sense of shame, as
individuals’ self-esteem and social honor are stripped (Ho, 1991). Given the collectivistic
orientation, furthermore, loss of face concern is often related to public shame which brings
shame and humiliation to the family (Zane & Yeh, 2002). In many Asian cultures seeking help
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from professional psychological service is stigmatized and construed as face-threatening
behavior (Gong, Gage, & Tacata, 2003). Thus, fear of loss of face make AIS unwilling and
hesitate to utilize mental health counseling (Zayco, 2009).
Self-disclosure of emotions
Cultural values about less disclosure of emotions may influence AIS to turn to informal
resources, instead of mental health services to address mental health problems (Leong & Lau,
2001). For example, Chu et al. (2011) found that people of Asian origin tended to seek support
from informal sources, including religious/spiritual help, self-help resources, online support
groups and hotlines. Self-disclosure is often discouraged in Asian cultures, and the repression of
distress is a sign of maturity. Thus, AIS may hesitate to talk about negative emotions and
feelings with strangers, including a professional mental health counselor because it can be
labeled as “immaturity” and “weakness” (Liao, Rounds, & Klein, 2005; Sheu & Fukuyama,
2007).
Acculturation
Given that values about conceptualization of mental illness, concepts of shame and stigma,
norms for self-disclosure are culturally informed, scholars have indicated that the level of
individuals’ interaction of one’s ethnic cultural values with that of the majority culture can
explain help-seeking behavior (Fung & Wong, 2007; Jin & Acharya, 2016; Tata & Leong, 1994).
Acculturation refers cultural adjustment and cultural conservation, which mean an individual
takes on the dominant cultural norms while holds onto his/her indigenous cultural values
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respectively (Berry, 1997). Mental health help-seeking behavior may vary depending on the
levels of acculturation. Ruzek et al. (2011) suggested that the AIS who showed a lower degree of
adherence to the Western cultural values experienced more mental health problems, had lower
help-seeking intention, and underutilized professional mental health services in the West.
Structural factors
Apart from cultural factors, other structural and health care factors also lead to low helpseeking intention and actions in AIS. Poverty and underinsurance may hinder Asian populations
in the U.S. to access necessary mental health services (Reeves & Bennett, 2004). Additionally,
lack of available culturally and language-appropriate services for AIS is another structural factor
that restrict use of mental health services (Kim & Omizo, 2003). The distinct norms between
Western culture and Asian cultures also prevent non-seeking behavior of AIS. For example,
Asian cultures emphasize interdependence, collectivism, self-control, and social harmony (Kim,
Li, & Ng, 2005; Kim & Omizo, 2003), while Western culture highlights individualism,
independence, and emotional expression (Zhang & Dixon, 2003). Sue et al. (2012) pointed out
that these distinct cultural orientations affected mental health service utilization. Besides, the AIS
tend to identify mental health services as culturally insensitive if they perceive that the Western
counselors don’t understand their cultures or can’t respond to their needs, contributing to
negative attitudes toward counseling and premature drop out after first session (Kim, 2007;
Miville & Constantine, 2007). The number of college mental health promotion programs are
increasing in the last few years, which involve a multilevel approach including coordinated
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events such as educational programs, life skills development, and social network promotion (Kay
& Schwartz, 2011). However, culturally adapted mental health interventions in college campuses
still are missing. Further, poor English proficiency and a lack of bilingual counselors result in
inadequate access to psychological services for approximately half of Asian American and
Pacific Islanders (U.S. Department of Health and Human Services [DHHS], 2001).
Individual factors
Further, prior studies have pointed out that no or low awareness of mental health and
counselling centers is related to underuse of psychological services (Liu, 2009). Some Asian
students have limited awareness of their needs for psychological help and mental health services
(Liu, 2009). Additionally, due to unfamiliarity with mental health services, people of Asian
ethnicities may seek for counseling support from familiar resources such as priests and minsters
to address mental health problems (Abe-Kim et al., 2007; Bandura, Caprara, Barbaranelli,
Gerbino, & Pastorelli, 2003; Kung, 2004).
Furthermore, previous studies have suggested that mental health self-efficacy, the level of an
individual perceives that he or she can manage and cope with mental health problems, is a
putative contributor to mental health and help-seeking intention and action (Bandura, 2006;
Carpinello, Knight, Markowitz, & Pease, 2000; Clarke et al., 2014). Increased mental health selfefficacy has been associated with more successful emotion management, psychological
functioning and behavioral change (Bandura et al., 2003; Pisanti, 2012). In general, prior studies
have illustrated that high levels of self-efficacy predict successful goal attainment, and is an
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important component intervened upon that assist in honing treatment efficiency and efficacy
(Clarke et al., 2014). Chow (2012) suggested that self-efficacy is an area that deserves further
research, due to its absence in prior research investigating Asian’s low help-seeking intention
and underuse of professional psychological services.
Web-Based Mental Health Intervention
Considering the factors that influence mental health and help-seeking intention and action of
AIS, it is important to increase access to psychosocial support that reduce these barriers, and
improve health outcomes effectively. In a time of increasing demand for psychological services
and unmet need within mental health, an alternative approach may be necessary, that can extend
care to those with great needs (Clarke et al., 2014). The internet has illustrated the advantages to
reduce the barriers to utilizing psychological services, being a practical approach to conveying
psychological interventions to the public and people with symptoms of mental health problems
(Andrews et al., 2010; Clarke & Yarborough, 2013). Young people with mental health
difficulties have reported that they are empowered and comfortable looking for information
about stigmatized health problems on the internet (Webb, Burns, & Collin, 2008).
Online resources, such as smartphone application, web-based programs/interventions, and
interactive forums, are increasingly used as important platform for disseminating and receiving
effective mental health support (Burns et al., 2010). Web-based self-help programs of mental
health problems has evolved as a cost-efficient approach to eliminating the individual, family,
and social burden (Andrews et al., 2010). To date, a number of web-based mental health
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interventions have demonstrated effect sizes comparable to the conventional standard of care
(Titov et al., 2011). Newman, Szkodny, Llera, & Przeworski (2011) reviewed the studies on
web-based programs and suggested that computerized interventions have been a cost-effective
way to deliver evidence-based treatments with minimal human contact. Web-based mental health
interventions often assist in symptom tracking and management through educating skills to keep
control and change harmful thoughts and behaviors (Powell et al., 2013). These web-based
interventions, many of which are guided by CBT, may provide a flexible and pragmatic
approaches of increasing access, through overcoming barriers to treatment (e.g., a lack of
available mental health professionals, costs of mental health care, a negative perceptions of
mental health treatments and personal difficulties, such as low mental health literacy and stigma)
(Titov et al., 2011).
The program myCompass (www.myCompass,org.au) is a free, full-automatic, self-help,
CBT-guided, and web-based program to teach people to self-manage mental health problems
(i.e., stress, depression, and anxiety) that can be accessed through computer, mobile phone,
and/or tablet (Proudfoot et al., 2013). The program consists of self-tracking, reminders, tips, and
self-management modules. A few studies of RCT have assessed the efficacy of myCompass
program to reducing symptoms of mental illness (i.e., mild-to-moderate depression) and overall
psychological distress, and high level of satisfaction with this program (Clarke et al., 2014;
Harrison et al., 2011; Proudfoot et al., 2013). For example, Proudfoot et al. (2013) conducted a
7-week trial with 720 adults reporting symptoms of depression, anxiety and/or stress. The results
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showed that the myCompass group achieved significantly improvements in mental well-being,
and in work and social functioning at post-intervention.
Based on the literature, web-based interventions are found to be easy to use and widelyavailable for the users, and have been extensively tested in general populations (Powell et al.,
2013; Proudfoot et al., 2013). However, most of the existing web-based interventions, including
myCompass, are designed for general populations, often ignoring the cultural context of distinct
populations. In addition, there is insufficient knowledge available on the efficacy of these webbased interventions in specific populations such as AIS (Ahtinen et al., 2013). In particular, AIS
is an underrepresented population in existing mental health interventions (Liu, 2009). For AIS
who emphasize self-control and avoidance of losing face, web-based interventions have the
potential to increase easy and flexible access to mental health care.
Culturally Tailored Mental Health Intervention
The impact of culture on health has been increasingly identified and emphasized in the
literature (Airhihenbuwa, 2007). Culture involves shared values, rules, and customs that together
form a specific group of people’s beliefs, attitudes, and behavior in a given context
(Airhihenbuwa, 1995). Culture is vital to determine how people perceive and react to mental
health problems, and should be considered in mental health interventions targeting minority
populations. With the aim to improve mental health help-seeking and mental health outcomes in
patients from culturally diverse backgrounds, researchers have pointed to the necessity to clearly
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contain the cultural values of patients in mental health interventions (Arredondo et al., 1996;
Castro & Alarcón, 2002; Rowe & Grills, 1993; Sue, 2003; Wampold, 2001).
Culturally tailored mental health interventions have been recognized to be understandable
and effective for racial/ethnic minority populations (Hall, 2001; Shin, 2004). For example, a
mental health intervention included storytelling about cultural folk heroes to enhance
understanding among Latino young children (Costantino, Malgady, & Rogler, 1986). Mental
health interventions that fit the cultural needs (i.e., culturally diverse and bilingually proficient
therapists) of a racial/ethnic group were more effective than interventions among general
populations (Griner & Smith, 2006; Maton, Kohout, Wicherski, Leary, & Vinokurov, 2006).
Besides, mental health interventions are more effective when they are aligned with other social
support resources and spiritual traditions (Armengol, 1999; Jackson-Gilfort, Liddle, Tejeda, &
Dakof, 2001; Prizzia & Mokuah, 1991). For example, Hispanics who attended culturally
sensitive support group improved mental health after ten weeks, and the effects had been
maintained after one year (Costantino et al., 1986).
Apart from being understandable and effective, cultural tailored interventions could promote
service utilization and reduce drop-out. Previous studies have identified that if the patients’
cultural norms, such as collectivistic values and cultural contexts (i.e., socioeconomic status,
spirituality, community climate), are congruent with the interventions, they are more likely to
participate (Flaskerud & Nyamathi, 2000; Griner & Smith, 2006; Smith, 2004). Additionally,
patients matched to mental health professionals by native language are less likely to terminate

22
the treatment (Campbell & Alexander, 2002; Sue, 1998). Further, mental health programs should
be simply available and accessible, designing for the local context, to motivate participation and
utilization (Kay & Schwartz, 2011; Zane, Enomoto, & Chun, 1994). For example, many colleges
and universities provide multiple languages counseling services and interventions for
international and minority students on campuses, and have established relationships with
community mental health providers, which may promote students’ utilization (Davidson,
Yakushka, & Sanford-Martens, 2004).
Therefore, culturally adapted interventions to consider the cultural needs of AIS may
faciliate interventions to be successful and beneficial (Song, 2015). Progress in the cultural
adaptations of mental health interventions for Asian populations has proved promising (Sue et
al., 2012). Yet, there is little attention given to what needs to be customized in culturally tailored
interventions and rigorously evaluating the efficacy of the intervention for minority groups such
as AIS (Fuertes, Costa, Mueller, & Hersh, 2005; Griner & Smith, 2006).
Culturally Tailored Messages
Given the mental disorder burden, supportive messages have been developed as a strategy to
support people with mental health problems in a novel and cost-effective way. Agyapong et al.
(2015) found that supportive messages decreased depressive symptoms, relative to people who
used standard care. High satisfaction with the supportive messages was also reported by the
receivers who had depression. In addition, a recent study by Gustafson et al. (2014) discovered
that patients with substance abuse who received supportive messages reported fewer drinking
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days than the control group. Wei, Hollin, & Kachnowski (2011) reviewed the efficacy of use of
supportive messages to promote health behavior, and found that 10 out of 16 RCT studies
reported the intervention group had significantly more improvement than the control group. In
general, interventions that use supportive messages have a positive effect on reducing mental
health problems or promoting health-related behavior (Agyapong et al., 2015; Mason, Benotsch,
Way, Kim, & Snipes, 2014).
Tailoring, as a message strategy in communication, provides specific content to the
audiences based on their beliefs, traits, or needs (Kreuter & Wray, 2003). Previous studies have
investigated that tailored supportive messages are effective to improve health-related behavioral
outcomes, such as adherence to cancer prevention, mammography screening intentions, and
smoking cessation (Kreuter et al., 2000; Noar et al., 2011; Strecher et al., 1994). For example,
women who received tailored messages on mammography benefits were more likely to take the
screening at post-intervention (Skinner et al., 1994).
Cultural tailoring may mirror the nuances of language and cultural practices, so that health
messages are tailored to community’s spoken language, shared health beliefs, norms, and
expectations, specific barriers, social practices, and other characteristics (Bramley et al., 2005;
Dobson et al., 2017; Nimmon, Poureslami, & FitzGerald, 2012). These cultural aspects represent
potential targets for health intervention (Fisher et al., 2007). Achieving high-quality health care
requires the active consideration of culture in the communities of color. Cultural tailoring
involves the strategy of taking cultural aspects into account in health interventions (Schneider et
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al., 2001). Fisher et al. (2007) suggested that increased use of culturally tailored interventions
would be likely to eliminate racial disparities in health care, providing more value and being
more cost-effective. Federal and state laws, additionally, seek to ensure that health systems
address diverse cultural needs, being more culturally competent and appropriate (U.S.
Department of Health and Human Services, the Office of Minority Health, 2001).
Jensen et al. (2003) suggested that tailored messages may be more effective due to perceived
relevance. Individuals may perceive a message relevant to them if it responds to their
characteristics or life experience, and is matched according to reading ability, cultural markers,
and other preferences (Kreuter & Wray, 2003). Past research has also found that tailored
messages were more attractive, informative, effective, and of higher quality (Bull et al., 2001;
Cho & Boster, 2008; Fishbein et al., 2002). However, limited studies have developed or
examined tailored messages in minority population settings (Dobson et al., 2017).
Thus, I employed culturally tailored messages as the cultural-tailoring elements, considering
Asian cultural values (i.e., collectivist cultures, fear of shame, less self-disclosure; Lee, 1997)
and individual factors (i.e., awareness of mental health services, mental health self-efficacy), to
meet the specific needs of AIS. In the dissertation research, I first conducted a message-design
study to design, develop, and test cultural messages that are tailored to Asian culture and address
the mental health needs of AIS. Afterwards, the culturally tailored messages formed part of a
subsequent study for building a culturally-adapted mental health intervention (myCompass
program with culturally tailored messages).
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CHAPTER 3. THEORETICAL FRAMEWORK

The PEN-3 Model
This study aims to design, develop, and test culturally tailored messages and assess the
potential and acceptability of a web-based intervention with culturally tailored messages for
improving mental health and promoting other outcomes in AIS. Culture plays a key role in
determining individuals’ mental health and help-seeking behavior, so I need to put culture at the
core of the study targeting AIS populations and integrate culture into the mental health
intervention. Culture involves shared values and customs that together establish a group’s
beliefs, attitudes, and behavior through their interactions in specific context (Airhihenbuwa,
1995). Health interventions should consider these cultural factors to be effective (Iwelunmor,
Newsome, & Airhihenbuwa, 2014).
The study was culturally adapted according to the PEN-3 model of health promotion
programs (Airhihenbuwa, 1990). Airhihenbuwa (1990) developed this model because prior
health behavior theories had not considered the impact of culture in health outcomes. The PEN-3
model is based on the idea that health behavior is rooted in culture, and that consideration of
cultural factors can facilitate the development of successful health programs. The model places a
health problem within a cultural context in order to guide the mental health intervention among
AIS (Airhihenbuwa, 1995; Airhihenbuwa & Webster, 2004). This model has been widely
applied to develop culturally adapted health interventions for target populations (Airhihenbuwa
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et al., 2009; Cowdery, Parker, & Thompson, 2010; Iwelunmor et al., 2014; Yick & OomenEarly, 2009). It assists with the design, development, and assess of culture-based health
intervention (Airhihenbuwa, 1995; Airhihenbuwa & Webster, 2004). In addition, the PEN-3
model centralizes culture as a frame while identifying health problems, organizing cultural
components, and developing the solutions to ensure that the intervention is culturally specific
(Airhihenbuwa, 1995). Airhihenbuwa (1995) pointed out that health promotion and culture were
intimately linked, so it was important for health promotion programs to take cultural factors into
account. The focus of the study is on a web-based intervention and how culture can be integrated
into the intervention. Therefore, I framed the research within the PEN-3 cultural model. Previous
studies on mental health among minority populations argue for the need to utilize culturally
relevant models in planning for mental health promotion interventions. As outlined before,
cultural, structural, and individual factors shape individuals’ cultural perceptions about mental
illness, beliefs about seeking help, actual help-seeking behavior, who services are targeted to,
and what interventions are developed (Iwelunmor et al., 2014). Given the importance of these
cultural forces, the PEN-3 model is a relevant model to guide mental health interventions.
The PEN-3 model includes three interrelated and interdependent primary domains, each
with three components that must be considered about the target culture:
(1) Cultural Identity, with Person, Extended family, Neighborhood, recognizes that health
intervention can occur at the person, extended family, and neighborhood levels. In this study, I
focused on Asian international students.
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(2) Relationships and Expectations, with the components of Perceptions, Enablers, and
Nurturers, emphasizes the aspects that affect the person, family, and/or community behaviors.
(3) Cultural Empowerment, with Positive, Existential and Negative, emphasizes the
central role of cultural appropriateness in health promotion program. This domain illustrates the
full range of the influences of culture, from positive to negative (Iwelunmor et al., 2014).
The study employed the PEN-3 model, centralizing culture in the core of appropriate
intervention, to design tailored messages to promote mental health among AIS. With this
framework’s guidance, a potentially more effective messages and mental health intervention can
be developed.
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Table 1
Application of PEN model
Relationships and Expectations
Perceptions

Enablers

Nurturers

(Attitudes, views, or knowledge about
mental health or seeking help)

(Factors that are facilitators or barriers
to mental health and help-seeking)

(Important social network
who provides support)

Stigma attached to mental illness’

Social support system

Family

Need for mental health information

Language barriers

Friends

Belief that people should rely on self
to manage mental health

Available resources

Cultural organizations

Cultural differences

Cultural differences

Interdependence in Asian family

Cultural Empowerment
Positive

Existential

Negative

Available and accessible resources

Knowledge about cultural differences

Stigma

Social network support

Self-control strategies

Difficulties in adjustment and
building social network in the
US

Family support

Campus safety and laws

Friends support

Family expectations

Cultural Identity
Person
Asian international students

Extended Family

Neighborhood

Family support

Faculty

Friend support

Cultural organizations
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(continued)
Domains

Cultural Empowerment
Positive
Information to
increase awareness of
mental health and
reduce stigma in Asian
students (need for
mental health
information)
Perceptions

Motivational
quote

Relationships
and
Expectations
Enablers

Nurturers

Available and
accessible resources for
Asian students to
improve mental health
(mental health services,
language skills,
communication,
academic help; cultural
organizations; career)
Building
relationships with
American peers and
faculty (social network
support is important)
Communication
strategies in Asian
family for seeking help
(family is a primary
source of support;
interdependence)

Existential

Negative

Adjusting to
American culture and
college life (transition
into American college,
understand cultural
differences, deal with
culture shock, get
involved on campus)
Self-control
strategies to reduce
stress and manage
anxiety (physical
activities; calmness;
keep a stable mind;
physical health;
entertainment; timemanagement skills)
Campus safety
for Asian students

Information to
increase awareness of
mental health and
reduce stigma in
Asian students (stigma
attached to mental
illness)

Communication
strategies in Asian
family for seeking help
(expectations of family)

Building
relationships with
American peers and
faculty (hard to make
friends with
Americans; don’t
want to bother others)

-
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CHAPTER 4. METHODS

The study aims to design, develop, and test culturally tailored messages to address mental
health needs of AIS, and assess the potential and acceptability of a web-based intervention
(myCompass) with culturally tailored messages to promote mental health and other outcomes
among AIS with mild-to-moderate depression.
I. Message-design Study
Before the intervention study, I conducted a message-design study to design, develop, and
test culturally tailored messages that are tailored to Asian culture and address the mental health
needs of AIS. All study procedures of the message-design study to develop cultural messages
were approved by the institutional review board (IRB) at Purdue University.
Participants
The participants included Asian international undergraduate students and one
psychotherapist from the university psychological service center. The participants were recruited
through convenience sampling and purposive sampling at Purdue. Flyers were distributed on
campus for recruitment (sample attached in Appendix A).
Procedure
Focus groups
First, I conducted three focus groups with Asian international students (5 participants in each
group; total N = 15) to understand their needs and preferences, such as the content of culturally
tailored messages that the AIS would like to receive to promote mental health, as well as length
of messages and motivation to read the messages (Sue et al., 2012). The participants were asked
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to complete a demographic survey, and then attended a focus group with the researchers. I
maximized the diversity (i.e., country of origin) of AIS in the focus groups.
Design culturally tailored messages
Then, I analyzed the group responses based on the PEN-3 model (Airhihenbuwa, 1995), and
designed 7 topic areas and 10 cultural messages per topic framed by the PEN-3 model and
literature (Sue et al., 2012; Updegraff, Sherman, Luyster, & Mann, 2007). Afterwards, an
experienced psychotherapist at CAPS with extensive experience working with AIS was invited
to provide feedback on the 70 cultural messages and the messages were further improved.
Individual interviews
In the next step, individual interviews (N=13) were conducted with a sample of AIS to
improve and refine the designed messages. The participants were asked to complete a
demographic survey, and then attended an individual interview with the researchers where they
studied, evaluated and commented on the messages. The participants were different AIS than the
focus group participants and were recruited through convenient sampling. I maximized the
diversity (i.e., country of origin) of AIS in the individual interviews. Data transcribing and
analysis started immediately after the first interview and the analysis informed the subsequent
data collection and vice versa (Glaser, 1992; Glaser & Strauss, 1967). The sampling proceeded
till I reached theoretical saturation – a point where further interviews did not throw up any new
theoretical insights (Strauss & Corbin, 1998).
Online survey
Then I tested those refined cultural messages through an online survey amongst AIS (N =
85) through the Communication Research Participation System, asking the participants to
evaluate the helpfulness of messages in each topic (1 to 5 Likert scale with 1 - extremely
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unhelpful to 5 – extremely helpful), as well as how much the participants agreed that each
message was related to the specific theme (1 to 5 Likert scale with 1 - extremely disagree to 5 –
extremely agree). The participants received 0.5 credit if they complete the survey.
Develop culturally tailored messages
Afterwards, I analyzed the evaluation of helpfulness and relevance of messages to themes,
and picked the most helpful messages per topic for a further intervention study. One messages
that was assessed as not relevant to the theme was removed. Forty-nine messages were picked
from seventy messages. The number of messages in each theme was unevenly distributed.
Details were described in Chapter 5 Results.
Data Analysis
All the qualitative data at each step was analyzed using constant comparative method
(Glaser & Strauss, 1967; Strauss & Corbin, 1998). Descriptive categories were identified as soon
as data collection had begun, through comparing codes applicable to each category (Glaser,
1965, 1992). These categories influenced the development of the following interviews so that the
emerging concepts might be explored more thoroughly, answering questions that had be raised
from the analysis of previous data (Boeije, 2002; Guba & Lincoln, 1994). The data in hand thus
were compared with the new data consistently (Boeije, 2002; Glaser, 1965).
Further, the procedures of open coding, axial coding, and selective coding were used
(Strauss & Corbin, 1998). The recorded focus groups and interviews were transcribed verbatim
and analyzed line by line, using open coding to code as many categories as possible from the
data (Strauss & Corbin, 1998). Starting with open coding, the analysis attempted to identify
discrete concepts that could be sorted first (Glaser, 1978). The data were examined sentence by
sentence to develop the concepts (Denzin & Lincoln, 2011). After that, the discrete concepts that
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related to the same categories were grouped together (Charmaz, 2000). Subsequently, axial
coding was used to formulate relationships within and among the categories. Lastly, selective
coding was used to integrate these categories and come up with the central themes (Strauss &
Corbin, 1998).
The PEN-3 model was applied in the data analysis. After selective coding, I put the codes
in the components of the three domains accordingly (Table 1). For example, in perceptions of
relationship and expectations, codes included stigma attached to mental illness, need for mental
health information; enablers refer to factors that are facilitators or barriers to mental health and
help-seeking, such as social support system, available resources, and cultural differences.
Nurturers included family, friends, and cultural organizations who can provide support.
Positive in cultural empowerment included accessible resources that Asian students can
use to improve mental health and help address their problems. Existential included self-control
strategies, and safety issues.
As to Cultural identity, the person I focused on was Asian international students,
extended family is family and friend support, faculty and cultural organization - the social
network, people around you who can help.
Afterwards, I created a 3 by 3 matrix to produce nine cells (see Table 1). This was done
by crossing the components of the domain of cultural empowerment with the domain of
relationships and expectations, based on cultural identity. Then, the central themes developed via
selective coding were placed into the appropriate cells within the matrix. For example, in the cell
of positive perceptions, there were information to increase awareness of mental health and
reduce stigma in Asian students, and motivational quotes. Positive enablers were available and
accessible resources to improve mental health.
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II. Intervention Study
Study Design
A 7-week, 2-arm parallel-group pilot RCT was conducted. AIS were randomly assigned to
either 7-week of myCompass program with culturally tailored messages (MTM), or a control
group with 7-weeks of myCompass program with general untailored messages (MUM). Length
of seven weeks has been widely tested to be able to detect efficacy of web-based intervention on
mental health problems (Clarke et al., 2014; Proudfoot et al., 2013). Outcomes were assessed at
baseline, mid-intervention (3 weeks), and post-intervention (7 weeks). Flow chart of the
intervention study is illustrated in Figure 2.
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Consent to screening (N:a• 279)

Enrollme
(April 201 1)

Excluded due to incomplete
screening questionnafre

'
Assessment for eligibility
(N=217)

Excluded due to Inclusion criteria,
refusal and other

Base line assessment (N=23)
Excluded due to refusal
Randomization (N=21)

Allocation
(May 201 1)

[
(June 201 7)

(July 2017)

Intervention group:
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myCompass with tailored

myCompass with untailored

messages (n= l 1)

messages (n= J0)

Val1d111.ion Chttk (n-11)

l

Val1dlltu>n<:hrtk (n-10)

Mid-intervention assessment

Mid-intervention assessment

at 3 weeks (n=7)

at 3 weeks (n=8)

Post-intervention assessment

Post-intervention assessment

at 7 weeks (n=7)

at 7 weeks (n=6)

Note: a N indicates the expected number of participants remaining in the study.
Figure 2. Intervention Flow Chart
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Recruitment
Participants were AIS with mild-to-moderate depression recruited at Purdue University. The
participants were recruited through email invitation. I requested the office of registrar to send the
email invitation to all AIS at Purdue University. To draw more attention, the office of registrar
sent an email announcement in three languages that are most widely used by Asians (English,
Chinese, Korean) to all undergraduate AIS (see Appendix A). In addition, flyers containing the
study’s purpose, participants’ inclusion criteria and researcher’s contact information were
distributed in various buildings across campus (see Appendix A). Announcement described the
study and instructed the interested students to access a link to complete an online consent form
and baseline survey. If the students were found eligible and consent to participate, they provided
a valid email address at the end of baseline survey. Afterwards, the participants were randomly
assigned, using a computer-generated allocation sequence, into MTM or MUM. The participants
were not aware of the group in which they are placed.
If the participants completed the baseline survey they had the option to anonymously enter
their email address for a chance to win a $15 Amazon gift card at the end of the baseline survey.
The odds of winning were 1 in 300. In addition, if the participants completed all sessions of
studies they would earn a maximum $45 gift card at the end of the study period. The amount of
gift card depended on how many sessions the participants had completed (1st session – at 3
weeks: $20; 2nd session – at 7 weeks: $25). In order to record the completion status of the
participants, I requested participants to send me a screenshot of the completed module report at 3
weeks and 7 weeks (a sample of the screenshot and instructions to take a screenshot was
provided to the participants). Incentives were provided to the participants who submitted the
screenshot as well as completed at least one module at 3 weeks and two modules at 7 weeks.
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Eligibility
The sampling inclusion criteria included: (1) ages 18 years and older, (2) have a valid email
address, (3) have regular access to a computer/mobile phone/ tablet with internet capability, (4)
and self-report symptoms of mild-to-moderate depression, defined as a total score of 16-21 on
the Center for Epidemiologic Studies Depression Scale (CES-D) score (Radloff, 1977). Inclusion
criteria (1), (2), and (3) were assessed through Yes/No answers. Exclusion criteria included: (1)
have used myCompass or other mental health self-help program before, (2) self-report symptoms
of major depression (score 21 or more on the CES-D), (3) self-report symptoms of no depression
(score 15 or less on the CES-D), (4) have attended the message-design study. I referred these
students with severe symptoms to Counseling and Psychological Services (CAPS) at Purdue.
Exclusion criteria (1) was assessed through Yes/No answers.
Sample Size
Since the pilot study is not expected to be powered to detect differences between groups,
there is no universally accepted calculation for pilot study sample size (Feeley et al., 2009). The
study was designed as an incremental project that would progress to a full-scale RCT. However,
some scholars suggested that 10 to 20 participants per group would suffice for pilot RCTs, the
final decision to be guided by cost and time constraints (Hertzog, 2008; Julious, 2005; Leon,
Davis, & Kraemer, 2011). Several studies on different pilot RCTs reported that their RCTs were
underpowered to detect the efficacy of the intervention due to small sample size (N=16 to 24; 7
to 10 per group; Greco et al., 2008; Stasiak, Hatcher, Frampton, & Merry, 2014). This was
discussed with the advisor and other committee members as a limitation inherent in any pilot
study.
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In this current pilot RCT, 279 participants took the screening questionnaire, and 217 of them
completed the questionnaire. 62 incomplete responses were removed from the dataset. Among
217 complete responses, there were 23 (10.6%) participants eligible to participate according to
the inclusion criteria, who had mild-to-moderate depression (38.7% had the possibility of having
major depression; 50.7% had few depressive symptoms); 2 of them rejected to participate in the
intervention study. Finally, 21 participants were recruited, who were eligible and willing to
participate. I hypothesized that participants in the intervention group would reduce depressive
symptoms, increase mental health help-seeking intention for emotional problems and suicidal
thoughts, decrease stigma towards help-seeking, and improve mental health self-efficacy over
time, comparing with the control group. Accordingly, the focus of the study was testing the
overall design for poential and acceptability and looking at differences across time and group
with respect to effect size estimates. The results of the pilot study could inform the design of a
full size RCT in the future. All study procedures of the pilot RCT were approved by the
institutional review board (IRB) at Purdue University.
Intervention and Control Group
Intervention group: myCompass program with culturally tailored messages (MTM)
The myCompass program is a scientific, evidence based self-management public health
intervention developed by the Black Dog Institute (Proudfoot et al., 2013). The program
evaluates the users’ symptoms of mental health when they register, and provides access to
interactive evidence-based learning modules, a symptom tracking feature and a diary. These
modules contain skills training according to cognitive behavioral, problem solving, interpersonal,
and positive psychology therapies. The modules include: (1) Managing Fear and Anxiety, (2)
Setting SMART Goals, (3) Increasing Pleasurable Activities, (4) Sleeping well, (5) Managing
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Loss & Major Life Changes, (6) Breathing & Relaxation, (7) Managing Stress and Overload, (8)
Communicating Clearly, (9) Solving Problems, (10) Building Happiness & Wellbeing, (11)
Tracking Unhelpful Thinking, (12) Taking Charge of your Worry, (13) Doing what really
counts: A module for people living with diabetes. Each module contains three 10-minute daily
sessions and assigns home-tasks. Each daily session lasts for one week.
Participants in the study were requested to complete at least two modules of their own
preferences and send a screenshot of completed module report to the researchers once they had
completed two modules. In addition, the participants received daily email reminders from
myCompass to facilitate self-monitoring. For better motivation, the researchers sent email
reminders twice a week to the participants to use myCompass (Proudfoot et al., 2013).
To make the intervention adapted and appropriate to the needs of AIS, culturally tailored
messages developed via the message-design study were added in the intervention for seven
weeks, which were a standalone element apart from myCompass. The contents of the culturally
tailored messages were contextually grounded in the Asian culture and challenges that Asian
students face, being tailored towards information about useful resources, helpful tips to reduce
stress, ways to enjoy pleasurable activities, communication strategies with people from diverse
cultures, introducing American college culture, approaches to improve English competency and
academic performance, campus safety, and motivation quotes (Sue et al., 2012). The formats of
these messages included text and images. The messages were designed to take 2 minutes (length
from 100 to 160 characters) to read. The participants received one culturally tailored messages
daily via email for seven weeks (7 days * 7 weeks = 49 messages in total). The rationale of
delivering messages through email was that based on the focus group and interviews in the
message-design study, the email account was easy to access and was daily checked by the AIS,
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and all the reminders regarding myCompass and the intervention study were sent via email as
well.
Control group: myCompass program with untailored messages (MUM)
MUM group was assigned to participate in myCompass program with general untailored
messages, which aims to compare the benefits of MTM. The procedure of MUM was the same as
myCompass program excluding the culturally tailored messages. The participants were asked to
complete at least two modules at myCompass in 7 weeks. Each module at myCompass took 3
weeks to complete. In the meantime, they received a daily email containing general health
information for seven weeks (drawing from NIH website: https://www.nih.gov/healthinformation, CDC website: https://www.cdc.gov/, and WHO website: http://www.who.int/en/).
The formats of the untailored information included text and images (images used were the same
as ones used in MTM). The information was designed to take 2 minutes (length from 100 to 160
characters) to read and be credible. The format of the culturally tailored messages and general
messages included text mostly and two images (same image in both groups). The culturally
tailored messages used in the intervention group and the general messages used in the control
group are in the Appendix B.
To encourage intervention engagement, in the 7-week intervention period, the participants in
MTM and MUM1 group received a greeting email weekly that thanked them for participating in
the study, and were reminded to use myCompass and read the health messages. Afterwards,
greeting email was sent monthly that thanked the participants for attending the study until the
end of post-intervention. Validation check was done in the first week of intervention in both

1

MTM: myCompass with culturally tailored messages; MUM: myCompass with untailored messages
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groups to ensure that the participants were still eligible (had mild-to-moderate depression, could
access to myCompass and receive health messages).
Procedure
Data collection took place between April 2017 and July 2017 (see Figure 2 for time periods).
All study data including the consent and outcome measure questionnaires was collected using an
online survey software Qualtrics. The participants who reported severe depressive symptoms
were strongly suggested to seek support from a psychological professional and were
The participants’ depressive symptoms and positive health-related outcomes (i.e., helpseeking intention, stigma toward help-seeking, mental health self-efficacy) were assessed at four
data collection time points (see Table 2): baseline (pre-intervention), 3-week/midterm of
intervention or control (mid-intervention), and 7-week/end of intervention or control (postintervention) to examine long-term effects.
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Table 2
Measures used at screening, baseline, mid-intervention (3-week), and post-intervention (7-week)
Measures
1. Demographics
2. CES-D Scale
3. General Help-Seeking
Questionnaire
4. Attitude Toward Seeking
Professional Psychological
Help Scale–Short
5. Mental Health Self-Efficacy
Scale
6. Other Screening Criteria

Screening
Xa

Baseline 3 weeks

7 weeks

X
X

X
X

X
X

X

X

X

X

X

X

X

Note. a The X indicates that the specific measure was administered at a certain time-point.
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Primary Outcome
Depressive symptoms
Depressive symptoms were tested using the 20-item CES-D scale (Radloff, 1977), which is
a commonly used self-report assessment of depression with high internal consistency and
acceptable reliability (Clark, Mahoney, Clark, & Eriksen, 2002; see Appendix C). The
participants were required to report how often they experienced a list of depressive symptoms
during the previous week. Participants who reported CES-D score less than 15, and over 21
(possibility of major depression) were excluded from the intervention study. Participants who
reported CES-D score between 15 and 21 (mild-to-moderate depression) were eligible to
participate.
The CES-D scale has been very widely used to assess depressive symptomatology (Carleton
et al., 2013). The CES-D measures symptoms of depression, such as affective, cognitive, somatic
and behavioral symptoms (Hann, Winter, & Jacobsen, 1999). A variety of studies have proven
the good reliability and validity of the CES-D in both non-clinical and clinical populations (Hann
et al., 1999; Hertzog, Van Alstine, Usala, Hultsch, & Dixon, 1990; Husaini, Neff, Harrington,
Hughes, & Stone, 1980; Loe, Stillwell, & Gibbons, 2017; Roberts, 1980). In addition, the scale
has been extensively applied in a wide range of studies among diverse populations, such as
young people, elderly, the physically and/or psychologically ill groups, and racial/ethnic
minority populations (Husaini et al., 1980; Lewinsohn, Seeley, Roberts, & Allen, 1997; Roberts,
1980; Smarr & Keefer, 2011).
Secondary Outcomes
Mental health help-seeking intention
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General Help-Seeking Questionnaire (GSHSQ; Wilson, Deane, Ciarrochi, & Rickwood,
2005) was used to assess mental health help-seeking intentions. Help-seeking intentions were
assessed through two questions: “If you were having a personal or emotional problem, how
likely is it that you would seek professional psychological help from psychologist or
counsellor?” and “How likely is it that you would seek professional psychological help if you
had suicidal thoughts?”. Each question was rated on a 7-point Likert scale (0 – extremely
unlikely to 6 – extremely likely; Deane & Todd, 1996).
Stigma toward help-seeking
Stigma toward seeking professional psychological help was measured by 10-item Attitude
Toward Seeking Professional Psychological Help Scale–Short (Fischer & Farina, 1995), which is
one substantial barrier for help-seeking intention and actions and contributes to negative
interactions with friends, peers, and health professionals (Abe-Kim et al., 2007). Participants
rated each item on a 7-point Likert scale ranging from 0 “strongly disagree” to 6 “strongly
agree”.
Mental health self-efficacy
Mental health self-efficacy was assessed via the 6-item Mental Health Self-Efficacy Scale
(MHSES; Clarke et al., 2014), measuring confidence in managing mental health issues and
problems through six questions (e.g., “How confident are you that you can make your days at
least moderately enjoyable?”). Participants scored each item on a 7-point Likert scale ranging
from 0“Not at all confident” to 6“totally confident”. The MHSES has been evaluated to yield
reliable and valid data (Clarke et a., 2014).
In the baseline survey, demographic information collected included age, gender, education
level, school year, country of origin, marital status, and length of residence in the US, etc.
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Usage Outcomes
At the end of intervention (at 7-week), I measured the usage of myCompass and health
messages in the both MTM and MUM groups, including the mode of accessing myCompass
(whether through the mobile phone or through the computer), the reminder set-up at myCompass
(reminder or not, frequency of reminder), and the completed modules (see Table 2). In addition,
participants’ satisfaction with the program (myCompass and health messages) was measured
using a 0 (extremely disagree/unsatisfied) to 6 (extremely agree/satisfied) Likert scale at postintervention for participants in the MTM and MUM groups by measuring participants’
perceptions of intervention usability, helpfulness, usefulness, and satisfaction.
Data Analysis
Nonparametric tests were used for data analysis in the pilot RCT study. Nonparametric tests,
often called distribution-free tests, are statistical tests that do not demand all assumptions as
parametric tests (i.e. not assume that the outcome is approximately normally distributed) and are
suitable for small sample size (Corder & Foreman, 2014). When the sample size of a study is
small and the distribution of the outcome is not known or not approximately normally
distributed, nonparametric tests are appropriate in these situations (Pett, 2015). Prior studies have
used nonparametric tests in the analysis of randomized trial with small sample size or nonnormally distributed data (Acler, Robol, Fiaschi, & Manganotti, 2009; Vickers, 2005).
In this study, Wilcoxon signed ranks test (nonparametric alternative test for paired data) was
used to compare depressive symptoms and other outcomes over time within two groups
separately. Mann-Whitney U test (nonparametric alternative test to the independent sample ttest) was used to compare depressive symptoms and other outcomes between intervention group
and control group at baseline, 3 weeks, and 7 weeks (Conover & Conover, 1980). Baseline
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characteristics of the enrolled participants were compared between two arms using MannWhitney U test, in order to determine whether equivalence between the intervention and control
groups exist at baseline. Intention-to-treat (ITT) analyses were employed to examine the effects
of intervention on outcomes with data from all participants who were enrolled in the
intervention. Multiple imputation (MI) was applied to estimate missing data at post-intervention
to allow for an intention-to-treat analysis (Montag et al., 2014). MI is a feasible method to deal
with missing data due to attrition and nonresponse (Biering, Hjollund, & Frydenberg, 2015).
Statistical calculations were carried out using SPSS 24.
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CHAPTER 5. RESULTS

I.

Message-design Study

From the focus groups and interviews, seven central themes emerged, which were
increasing the awareness of mental health and reducing stigma (number of messages: 7),
motivational quotes (10), available and accessible resources for AIS to improve mental health
(6), seeking help from social network and interpersonal skills with American peers and faculty
(7), adjusting to American culture and college life (6), coping strategies to reduce stress and
improve mental health (10), and safety issues for AIS (3). Based on the online survey, the
helpfulness of forty-nine picked messages was 3.88 (mean; range from 3.54 to 4.24; mean of
total seventy messages was 3.72), which was measured by 1 (extremely unhelpful) to 5
(extremely helpful) Likert scale, indicating that the participants perceived the tailored messages
as helpful in general. The culturally tailored messages and general messages are in the Appendix
B.
(1)

Increasing the awareness of mental health and reducing stigma
This theme provides information about the symptoms of depression and anxiety, risk

factors of mental disorders, the statistics about Asian students’ mental health, and some common
myths and facts about mental health.
The participants indicated that many Asian international students were not familiar with
mental health, or had low awareness of mental illness symptoms. Sometimes the students didn’t
realize that they were at risk of mental illness.
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P15: “Maybe you should provide some information about the symptoms of mental health
problems… When I feel depressed, I can identify my symptoms. That’s what I expect
from the messages.”
P7: “I would like some statistics about what is going on, and I will feel that I am not the
only person who feels depressed.”
According to the participants’ preferences, this theme of designed messages provided
information about the symptoms of depression and anxiety, risk factors of mental disorders, the
statistics about Asian students’ mental health, and encourages them to talk to people if they
experience psychological problems.
P3: “Maybe the first section can be how to increase awareness like symptoms of
depression or risk factors, anxiety, they are increasing awareness about mental health.”
P20: “’when you should seek help’ is very good. The statistic is shocking. Other
messages look good and professional. It is a good chance for the international students to
learn about the information. We should know about it.”
(2)

Motivational quotes
The participants pointed out that they would like to read motivational and positive quotes

of mental health that encourage them to face the problems they have. The messages in this theme
included short motivational statements/quotes and Asian proverbs.
P5: I will read if the messages contain motivational statements. I like reading poem
(laughed) – some statements that are short and meaningful; something that I can digest. I
like inspiring statements that urge me to overcome the difficulties, and increase my
confidence to overcome.
P17: I think these quotes are necessary. At some moment, they are inspirational.
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P19: These are quiet motivational quotes and also relatable for students because at times
they will face a lot of difficulty in their life or personal life or academics wise or
whatever. I feel like these are really inspirational and just reading them kind of reminds
them you know that they can overcome any kind of hardship. Like all of those are
temporary kind of things. I feel like these are good things to have and like all the quotes
are quite good.
P21: Quotes are helpful. It tells you about how great people have they have followed their
life and made use of these quotes or these philosophies and helped them improve
themselves.
(3)

Available and accessible resources for AIS to improve mental health
The participants emphasized that they wanted the information about accessible and

available resources that they can utilize to improve mental health. Available resources included
mental health services, academic assistance, physical activity group, Asian cultural center,
student organizations, and international student resources
P14: I think the messages should contain information about what help we can get from
which resources, and when they can help me with solving the problems in these
areas…like when you are aware that you are at risk of mental health problems, and our
university has these resources, you can seek help from them. So, make them feel it is easy
to use these resources. At least they can find some place to speak, to talk with people, and
to help them feel relax.
P17: I hope that international students can take advantages of the programs and resources
on campus. Academic performance should be the focus of our lives in the US, and we
must take care of it. Good performance can prevent your stress and depression. So, I
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highly suggest the international students to take advantage of these resources, like
supplemental instruction. You may feel you are better involved into the English learning
environment if you utilize these resources. I think it will be great if you could list all the
resources.
P16: There is another helpful resource – Office of Dean of Students. Beside of ISS,
Office of Dean of Students can assist international students to address any problems they
have, such as academic issues, registration or interpersonal conflict problems.
P19: To decrease the stress level, meditation is a good way. It really helps. I think at
Purdue, they have some kind of ESPlus course, so it is started by an organization from
India. In the Indian institute, they started this program. It will reduce your stress level. In
India, people are very stressed, because of their work pressure. This is a big help. They
started this kind of program. it will do meditation and bring down your stress level. And
it will increase your efficiency.
(4)

Seeking help from social network and interpersonal skills with American peers and
faculty
The participants described that when they encounter emotional or psychological problems,

sometimes they were not willing to seek help or didn’t know how to seek help from family and
friends.
P1: I think maybe stereotype also plays a role. Everyone expects Asians to be smart, and
that doesn’t apply to me, because I am bad at math. Sometimes I hesitate getting help,
because I feel like other people assume that I am intelligent.
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Therapist: Many students - not every student - are not willing to seek help from their
peers, from my experience of counseling. They would feel they are weak if they seek
help.
P6: When there is some problem, most of us try to deal with it our own and we rarely ask
for help. So, I feel like whenever there is a problem, they should definitely go and seek
help from maybe like their friends, or academic advisor, or anyone, talking definitely
helps.
Additionally, the participants were not sure how to build a good relationship with
American peers, and how to interact with faculty. This theme addresses their concerns, providing
information about how to seek help and communicate about depression with their social network,
as well as how to make friends with American people. For example, the participants offered
several suggestions, such as getting involved in a program, make friends with both American and
international students, engage in online interaction, be active, and make friends in a familiar
environment first.
a.

Get involved in programs
The participants believed that joining an organization is a great way to develop their social

network and make new friends. For example, P24 described, “I know there is an international
program. The American families who attend the program are willing and glad to interact with
international students. They are very active and friendly.”
b.

Make friends with both American and international students
The participants indicated that the international students should be encouraged to not stay

in their own cocoon or their own country or friends. They should go out and be friends with
other Asian students, other students from across the world and especially other American
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students, as P11 suggested, “then you can try to understand different cultures, different people,
the problems they are facing.”
Other participants also realized that sometimes it’s hard to join a group but also for the
group members to come outside and seek friends, because they are so used to having people
speak their language and being able to understand immediately. In this way, P25 indicated that
“it’s hard to cross that barrier if you build it so fast and so strong. So, I would suggest the Asian
students make efforts to interact with peers from other cultures from the beginning.”
c.

Online interaction
Some participants suggested to interact with American peers online or through social

media, such as to follow them on Twitter, see what’s going on around them and comment
briefly, so that AIS would feel more relaxed when they eventually talk face to face. P10 narrated
that “if you come across them occasionally, you can say that I saw your post on the
Facebook/Twitter yesterday. It is interesting. Most American people would accept your friend
request. It is effective to interact with them. You may feel more comfortable to talk with
Americans after an online interaction, and you have topics to talk about. It is easy.”
d.

Make friends in a familiar environment first
Another tip that the participants’ hinted was making friends in a familiar environment first,

looking for a small context that AIS were familiar with, or a cultural group that was similar as
their own culture, and get to know them.
P12: “You have learned how to interact with people in the small group, and then enter a
larger group with a couple of acquaintances. You would feel more comfortable with it.
Over time you will be good at interacting with any people, no matter where they are from.
It is much better than speaking up in a totally unfamiliar context at the beginning. So,
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start with a familiar environment, then somewhat familiar, and then unfamiliar. It is a
gradual process.”
P14: “You can make friends with the RA in your dorm or the classmates in your class.
Start with a familiar person. You don’t have to force yourself to make friends with a
stranger.”
e.

Interaction with faculty
Difficulty in interacting with instructors/faculty was an additional issue that the AIS

needed guidance. Although the participants desired to have a good relationship with the
instructors/faculty, they didn’t know the appropriate approach to interact.
P3: I would like to receive messages about establishing positive relationship with faculty.
We need to know how to build a good relationship with the instructors and professors,
and how to have a more effective communication with faculty.
P18: I am still not sure how to build a good relationship with the American faculty. I
would expect to interact with the faculty like friends. Normally we would not contact the
instructors after this semester and this class. I am confused how to have a stable and longstanding relationship with the faculty.
P12: Being active in the class is helpful for establishing a good relationship with the
instructor. When the instructor asks questions in the class, it will be like a conversation
between them and you; you will feel comfortable talking in the class. It is a good chance
to show your strength.
(5)

Adjusting to American culture and college life
The participants implied that when they came to the US, they were struggling with culture

shock, and didn’t know how to better adjust to American college and culture. This theme
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includes suggestions about getting involved through attending different programs, how to
succeed in American classroom, how to ease culture shock, and some American cultural norms
that are different than Asian culture.
a.

Attend programs to get involved
The participants pointed out that attending programs on the campus was a great way to

know about the university culture, get along with diverse students, enjoy various activities, and
become comfortable with the unfamiliar environment.
P19: there is an organization called “UR Global,” which is for international students. I
attended their activities in my first semester, and then as a volunteer and peer educator.
There are a lot of international students attending the free activities. In the meantime, we
have many opportunities to speak English. UR Global is the place where I speak English
the most. There is also an organization “CRU” in the church. They have an international
brunch; whose staff and volunteers are Americans. I learned a lot about culture and
getting involved in local activities from them.
P22: You can also talk about that there are certain organizations that have …with Chinese
New Year coming up, there is the Chinese association and the Malaysian association is
coming together too, to celebrate and have a booth of Chinese New Year food and snacks.
But you also know that there are people out there that celebrate the same things as you do
and understand, so that you will be more familiar with the environment.
P24: Make sure you join clubs and stuff. Just go to the call out and see what it’s about
and if you still don’t like it, it’s okay. But at least you gave it a shot. That’s what I tell my
friends.
b.

American classroom norms
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The participants perceived that there were great differences between the Asian classroom
and the American classroom, which made the process of engaging more difficult for them. They
indicated that getting information about the American classroom circumstances would help them
with coping faster.
P6: I can give you an example about study cultures. It is very different between the US
and China. In China, the teacher often calls your name in the class; but in the US, the
students always have their hand up, asking or answering questions. They don’t care about
if they are wrong or right about the question. They just want to express their opinions.
But in China it is different, because before you put your hand up, you have to think about
if your answer is right or not. So sometimes nobody answers the professors’ questions,
because the students are just afraid of wrong answers.
P13: I think the messages about American classroom are very good. For example, if I
know the flexibility and informality of the American classroom, I would be more likely to
participate in the class discussions. It is okay even if my answer is wrong. Active
participation proves that you have read the textbook, prepared for the class and thought
about the reading. Everyone is very eager to participate.
c.

Cultural differences
Huge and unexpected cultural differences between Asian and American culture were

another issue that hinder the progress of cultural adjustment of the AIS.
P1: American culture is so different with ours. I am not used to American culture, like
they have a lot of parties, they play balls on the roadside, and say hi to you even if you
are a stranger to them. Their culture is very open.
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P2: there are so many aspects in American culture that are different with Eastern culture.
They are very open, active, and bright. We are more introverted. Sometimes it is hard to
adjust to their culture.
P5: Regarding messages specifically on mental health issues, I think right now we don’t
get any messages, such as the classroom environment, the differences between American
culture and Asian culture, these messages you can give to the students before they join
here.
(6)

Coping strategies to reduce stress and improve mental health

The participants required specific strategies that they can use to improve mental health, such as
fitness tips, ways to reduce stress, healthy eating, overcoming negative thoughts, problemsolving skills, and time-management tips.
a.

Positive thinking
P18: there was a lecture about mental health, telling you how to transform negative
thoughts, like I have a midterm and how can I prepare for it well, rather than worry about
it. Shift your thoughts. I think it is a good skill to have.

b.

Problem-solving skills
P16: Maybe you can add some strategies about problem-solving skills. For example, first
figure out what causes your distress and look for ways to solve it.

c.

Time-management skills
P20: Time-management is really important. For example, if you can’t get up early in the
morning, you may miss the class and your schedule is in mess. You will feel tired, and
lose the motivation to study. As a result, you may not take the study serious and then
perform poorly. This is one source of stress. But if you get up early and organize your
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work very well, it will be a very productive day. You can’t wait until the dead week or
deadline. Otherwise, it will be terrible.
P8: You have to be well prepared for your work and study. You should not wait until the
last minute, especially for papers. If you don’t prepare in advance, you won't have enough
time to finish these assignments. If you wait until the last minute, you will get a lot of
pressure from it.
d.

Healthy eating
P6: I’d like to receive practical messages that contain specific strategies to reduce stress
and eat healthy food, which I can use easily. For example, you can send messages about
how to cook healthy food in this season, what food is good for you, and how to keep
physical health.

e.

Coping with stress
P12: it is important to learn how to deal with the stress and think about it in a positive
way.

f.

Physical exercise
P5: I also prefer doing physical exercise. I need to find something to do or hang out with
friends. Otherwise, I would be more anxious and feel sad.
P14: I like to do some exercises, playing soccer or basketball, to help reduce pressure.
There’s also in the Co-rec, something called Group X. It’s an organization. The Co-rec
offers classes like swimming, dancing, Zumba, yoga, and Pilates, all that kind of stuff.
So, you could put in one of the themes, maybe say like it’s a good way to exercise and
keep your mind off school work and friends and whatever.

(7)

Safety issues for AIS
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The participants implied that as Asian international students, they were not familiar with
the safety issues in the US. This theme introduces what the students should do to keep safe, and
if they have safety problems, where they can go for help. This theme also contains updated
information about campus events for Asian students.
P11: I would say laws, because sometimes our international students encounter these
things unfamiliar to us. Um…how to…you may feel frustrated when you face these
problems. If you can defeat these issues happening in your life, through laws or policies
or academic solutions, you can reduce the chance to get frustrated or depressed.
P17: In addition, safety is another critical issue. Lafayette is a safe place, but there are
some aspects you need to be aware of, such as sexual harassment. Some people are
sensitive to it, but for many Asian students, they don’t have school education about it, at
least for my generation. It is not a topic that is discussed at the incoming student
orientation. So, you might offend others unintentionally, or get harassed by others. But
you don’t want to disclose; you just avoid it.
P23: I think information about campus safety has to be sent out earlier, because it is very
important, and the student should know the context, and how to react and how to act to
keep safe in certain situations.
Therapist: Many international students don’t know what to do when they have safety
problems. They have low awareness of safety. For example, some people don’t know
there may be problems if you walk alone at night. The resources in the messages are
great, telling the students where to go. The information about sexual assault is good.
Many occurrences are underreported. Some students don’t know they can seek help from
the school or call the police. I think these are important.
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(8)

Other features
From the focus groups, the participants also emphasized some desirable features of the

messages they like: including short, concise, funny, inspiring, specific, and attractive, which
were taken into account when we design the messages. For example, P16 described that “I would
like to get known the tips to reduce anxiety or manage stress are helpful. More specific they are,
more useful to me. For example, walking, or riding a bike –something that you can do easily.”
II. Intervention Study
Participant Characteristics
A total of 23 AIS were eligible and invited to take part, of whom 2 declined. In total, 21 AIS
participated. Eleven participants were randomly allocated to the intervention group and 10 to the
control group. The sample comprised female (n = 9, 43%) and male (n = 12, 57%) participants,
with a mean age of 20.14 (SD = 1.71). The average year they had been living in the US was 2.57
(range from 1 year to 7 years). The sample contained 8 (38.1%) Freshman, 7 (33.3%)
Sophomore, 3 (14.3%) Junior, and 3 (14.3%) Senior. The sample was (n = 4) from China, (n = 7)
from India, (n = 4) from South Korea, (n = 1) from Malaysia, (n = 1) from Indonesia, from (n =
1) United Arab Emirates, from (n = 1) Kazakhstan, (n = 1) from Georgia, and 1 missing.
Four participants dropped out from the intervention group, and two dropped out from the
control group at 3 weeks; two additional participants dropped out from the control group at 7
weeks. Reasons for withdrawal at 3 weeks were only given by one participant from the control
group, who were not interested in the study any more. No participants dropped out from the
intervention group after 3 weeks (see Figure 1 for the flow). Dropouts did not differ from
completers in symptom severity or participant characteristics at baseline. No significant
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differences in baseline characteristics were detected between the intervention and control group
(Table 3, Table 4a and 4b).
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Table 3
Mean and SD of Primary and Secondary Outcomes
Intervention group
n's at each time-point
Baseline
3 weeks
7 weeks
Outcome
Depressive
symptoms
Baseline
3 weeks
7 weeks
Help-seeking
intention for
emotional problems
Baseline
3 weeks
7 weeks
Help-seeking
intention for suicidal
thoughts
Baseline
3 weeks
7 weeks
Stigma of seeking
professional help
Baseline
3 weeks
7 weeks
Mental health selfefficacy
Baseline
3 weeks
7 weeks

Control group

11
7
7
Mean

10
8
6
SD

Mean

SD

17.27
16.29
8.43

1.35
2.14
6.66

18.40
15.00
10.67

1.43
4.75
7.29

4.14
4.19
5.17

8.78
8.44
10.30

3.92
4.24
4.19

9.43
8.97
7.87

4.16
4.42
5.18

11.45
5.03
11.87

4.45
4.20
4.13

10.37
8.33
8.41

2.36
2.39
2.11

6.64
3.24
8.59

2.66
2.73
2.30

6.00
2.66
5.37

Total

SD

Total

SD

30.36
33.86
36.14

4.43
4.41
0.38

30.90
32.13
33.00

3.96
2.23
2.19
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Primary and Secondary Outcome
Within groups
Changes in primary (depressive symptoms) and secondary (mental health help-seeking
intention for emotional problems and suicidal thoughts, stigma towards help-seeking, and mental
health self-efficacy) outcomes within each group were examined. Table 3 shows baseline, midintervention, and post-intervention scores on all outcomes for each group. I hypothesized that:
H1: Depressive symptoms of participants in the intervention group would be significantly
reduced at mid- and post-intervention assessments, relative to the control group;
H2: Mental health help-seeking intention for emotional problems in the intervention
group would be significantly increased in participants who receive MTM over time at
mid- and post-intervention assessments, relative to the control group.
H3: Mental health help-seeking intention for suicidal thoughts would be increased
significantly in the intervention group at mid- and post-intervention assessments, relative
to MUM.
H4: Stigma toward help-seeking would be significantly decreased in the intervention
group at mid- and post-intervention assessments, relative to MUM.
H5: Mental health self-efficacy would be significantly improved in the intervention at
mid- and post-intervention assessments, relative to MUM.
According to the results, H1 to H4 were not supported; H5 was partially supported.
Participants in the intervention group reported a large (r = -0.52) significant reduction of
depressive symptoms at 7 weeks, relative to baseline (Z = -2.21, p = 0.027); a large (r = -0.52)
significant increase of help-seeking intention for emotional problems at 7 weeks, relative to
baseline (Z = -2.20, p = 0.028); a large (r = -0.61) significant increase of mental health self-
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efficacy at 7 weeks, relative to 3 weeks (Z = -2.27, p = 0.023); a moderate (r = -0.49) significant
increase of mental health self-efficacy at 7 weeks, relative to baseline (Z = -2.06, p = 0.039).
Participants in the control group reported a large (r = -0.5) significant increase of mental health
self-efficacy at 7 weeks, relative to baseline (Z = -2.00, p = 0.046; Table 4a; Figure 3a-3e). No
other significant results were found within groups from baseline to post-intervention. Cohen’s
guidelines for r are that a large effect is 0.5, a medium effect is 0.3, and a small effect is 0.1
(Cohen, 1988; Coolican, 2017). The effect size for the Wilcoxon signed rank test was calculated
by dividing the test statistic by the square root of the number of observations (Field, 2005; Fritz,
Morris, & Richler, 2012; see formula below).
Effect size � =

$

r%
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Table 4a
The effects of health messages on depressive symptoms and other outcomes by time (time
difference) a
By time
Group
1. Depressive
symptoms
(CES-D)
2. Help-seeking
intention for
emotional
problems
3. Help-seeking
intention for
suicidal
thoughts
4. Stigma toward
seeking
psychological
help
5. Mental health
self-efficacy
(continued)
By time

1.
2.

3.

4.

5.

Group
Depressive
symptoms
(CES-D)
Help-seeking
intention for
emotional
problems
Help-seeking
intention for
suicidal
thoughts
Stigma toward
seeking
psychological
help
Mental health
self-efficacy

Baseline vs. 3 weeks
(Z, r, p-value)
Intervention
Control
-.81, -.19, .416
-1.86, -.44, .063

3 weeks vs. 7 weeks
(Z, r, p-value)
Intervention
Control
-1.86, -.50, .063
-.94, -.25, .345

-.34, -.08, .735

-.98, -.23, .327

-1.86, -.50, .063

-.41, -.11, .684

-.51, -.12, .610

-.42, -.10.674

-1.69, -.45, .091

-.74, -.20, .462

-1.57, -.37, .116

-.762, -.18, .446

-.73, -.43, .463

-.94, -.42, .345

-.22, -.05, .829

-1.05, -.25, .29

-2.27, -.61, .023*

-1.84, -.49, .066

Baseline vs. 7 weeks
(Z, r, p-value)
Intervention
Control
-2.21, -.52, .027* -1.76, -.44, .078
-2.20, -.52, .028*

-1.26, -.32, .207

-1.57, -.37, .116

-1.79, -.45, .074

-1.61, -.17, .107

-1.58, -.24, .115

-2.06, -.49, 039*

-2.00, -.50, .046*

Note. a Wilcoxon Signed Ranks Test. *p-value < 0.05
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Between groups
In the next step, differences between the groups at mid-intervention (3 weeks) and postintervention (7 weeks) were tested controlling for baseline levels. No significant differences
existed between the intervention and control groups at mid-test and post-test on depressive
symptoms, controlling for baseline depression. Similarly, no significant differences between
groups were found for help-seeking intention for emotional problems and suicidal thoughts, and
stigma of help-seeking. Intervention participants did, however, report large (r = -0.69)
significantly greater levels of mental health self-efficacy compared to participants of control
group at post-test (7 weeks) controlling for baseline levels (Z = -2.49, p = 0.013; Table 4b;
Figure 3a-3e). The effect size for the Mann-Whitney U test was calculated by dividing the test
statistic by the square root of the number of observations (Field, 2005; see formula below).
Effect size � =

$

r%
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Table 4b
The effects of health messages on depressive symptoms and other outcomes by group (group
difference) b
Intervention vs. Control
1. Depressive
symptoms (CES-D)
2. Help-seeking
intention for
emotional problems
3. Help-seeking
intention for
suicidal thoughts
4. Stigma toward
seeking
psychological help
5. Mental health selfefficacy

Baseline (Z, r, p-value)
-1.81, -.39, .071

3 weeks (Z, r, p-value)
-1.11, -.29, .267

7 weeks (Z, r, p-value)
-.79, -.22, .429

-.67, -.15, .503

-.35, -.09, .728

-1.79, -.50, .074

-.14, -.03, .888

-.81, -.21, .417

-1.79, -.50, .074

-1.41, -.31, .157

-1.35, -.35, .176

-.72, -.20, .474

-.71, -.15, .479

-1.30, -.34, .194

-2.49, -.69, .013*

Note. b Mann-Whitney U Test. *p-value < 0.05
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Depressive Symptoms
20
18

...........

Mean score

16
14
12

Intervention (tailored)

10

-•- Control (untailored)

8
6
4
2
0
Baseline

3 weeks

7 weeks

Figure 3a. Mean of depressive symptoms in two groups over the 7-week trial

Help-seeking Intention for Emotional Problems
6

Mean score

5
4

--

Intervention (tailored)

3

Control (untailored)

2
1
0
Baseline

3 weeks

7 weeks

Figure 3b. Mean of help-seeking intention for emotional problems in two groups over the 7-week
trial
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Help-seeking Intention for Suicidal Thoughts
6

5

Mean score

4
Intervention (tailored)

3

----

2

Control (untailored)

1

0
Baseline

3 weeks

7 weeks

Figure 3c. Mean of help-seeking intention for suicidal thoughts in two groups over the 7-week
trial

Stigma Toward Seeking Professional Help
3

Mean score

2.5

. -------·----

----

...... .......

2
Intervention (tailored)

1.5

----

1

Control (untailored)

0.5
0
Baseline

3 weeks

7 weeks

Figure 3d. Mean of stigma toward seeking professional help in two groups over the 7-week trial
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Mental Health Self-efficacy
37
36
35

Total score

34

---·
....
------ --

33
32
31
30

Intervention (tailored)
Control (untailored)

29
28
27
Baseline

3 weeks

7 weeks

Figure 3e. Total score of mental health self-efficacy in two groups over the 7-week trial
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Usage Outcomes
Afterwards, the usage and satisfaction of myCompass and culturally tailored messages was
assessed. All the participants in both groups accessed myCompass through computer. The mean
number of modules completed in the intervention group was 2.57 (SD = 1.51, range from 2 to 6);
the mean number of modules completed in the control group was 2.5 (SD = .55, range from 2 to
3). At 3 weeks, all participants completed 1 to 3 modules; at 7 weeks, all completed 2 to 6
modules. The mostly completed modules in both groups were “Increasing pleasurable activities”
(5 participants completed in the intervention group; 4 completed in the control group) and
“Setting SMART goals” (5 completed in the intervention group; 3 completed in the control
group). 42.9% of the participants in the intervention group read the messages a few times a
week; 57.1% read every day. 60% of the participants in the control group read the messages a
few times a week; 40% read every day.
Scores on myCompass satisfaction measure ranged from 3 (neither satisfied nor dissatisfied)
to 6 (extremely satisfied) in the intervention group, and from 2 (slightly dissatisfied) to 5
(moderately satisfied) in the control group; scores on messages satisfaction measure ranged from
4 (slightly satisfied) to 6 in the intervention group, and from 2 to 5 in the control group (see
Table 5 mean scores). On average, ratings of satisfaction on myCompass did not differ for
participants in the intervention and control group (Z = -1.12; p = .26); neither on health messages
(Z = -1.33; p = .19). However, the participants in the intervention group were more likely to
recommend the messages they had received to other AIS than the control group (Z = -2.19; p
= .029).
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Table 5
Mean scores of satisfactions on myCompass and health messages
Intervention group
n's at each time-point
Baseline
3 weeks
7 weeks
Outcome
myCompass
Ease of use
Cover concerns
Feel comfortable
Feel positive
Helpfulness
Usefulness
Recommend to AIS
Satisfaction
Health messages
Content
Format
Language
Length
Frequency
Customization
Through email
Ease of understanding
Cover concerns
Feel comfortable
Feel positive
Helpfulness
Usefulness
Recommend to AIS
Satisfaction

Control group

11
7
7
Mean

p-value

10
8
6
SD

Mean

SD

5
5
4.86
4.86
3.29
4.14
4.71
4.57

0.58
0.82
1.46
1.07
0.49
1.07
0.76
0.98

4.67
4.33
4
4.17
2.33
3
3.83
3.83

0.52
0.52
1.10
0.75
1.03
1.27
1.17
1.17

NS
NS
NS
NS
NS
NS
NS
NS

3.43
3.29
3.57
3.71
3.29
3.14
3.29
5.14
5
4.86
5
3.29
4.71
5
4.86

0.79
0.95
0.54
0.49
0.76
0.90
0.76
0.90
0.82
1.07
0.82
0.49
0.95
1.16
0.69

3
2.6
3.2
2.8
2.2
2.2
2.4
4.6
3.8
4.2
3.4
2.5
3.6
3.4
4

0.00
0.55
0.45
1.10
1.10
0.84
1.34
0.55
1.10
1.79
2.07
1.00
1.14
0.55
1.23

NS
NS
NS
NS
NS
NS
NS
NS
NS
NS
NS
NS
NS
0.029
NS

Note. NS indicates “not significant” (p-value > 0.05).
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Participants Comments
myCompass
At the end of the post-intervention questionnaire, I asked the participants to provide
feedback and comments on myCompass. The participants reported their expectations on more
sensitive and adapted information/examples used at myCompass. For example, they commented:
“I think myCompass was easy to use and helpful but I couldn't relate to the people used as
examples, I felt that they had different experiences than mine. Maybe some more diversity would
help.” “It would be better if there are elements designed for minorities.” “I expect to see modules
that are sensitive to diverse people, for example, using different languages.” In addition, the
participants suggested that “my compass could provide modules that focus on short periods of
stress or depression than an overarching personality issue.”
Culturally tailored messages
The participants in the intervention group indicated that the culturally tailored messages
provided them with enhanced awareness, i.e., “a lot of the content included things I was unaware
of and could keep in mind for the future.” “It contained a lot of stuff that I was not aware of
before.” The favored features of the culturally tailored messages were the content and
customization of messages, for example, they reported that “it was informative and interesting.”
“I particularly liked the information about the strategies, like how to reduce stress.” “I liked how
it conveyed information/solutions for Asian students' problems.” Participants reported that the
main barriers to read the messages were the format of the messages (i.e., “Sometimes it was
tiring to read all the text. Perhaps more pictures/graphs would help.”). Participants in the control
group also reported that “there was a ton of stuff that wasn't applicable to me. "
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CHPATER 6. DISCUSSION

Discussion
The results presented in Chapter 6 serve as the foundation of the following further
discussion: 1) the role of the web-based program; 2) the role of cultural tailoring; 3) culturallytailored, web-based interventions; 4) the discussion of non-significant findings; 5) the
implications for research and practice, and theory; and 6) the limitations of the study. The
primary focus of the study was to examine the potential and acceptability of a web-based
program (myCompass) with added culturally-tailored messages with the aim of depressive
symptoms reduction among AIS to inform a future RCT. The positive results regarding the
potential and acceptability of the study support the development and trialing of a culturallytailored, web-based intervention through a well-designed and adequately powered randomized
controlled study. The results enrich prior studies in highlighting the importance of culturallytailored interventions (Dobson et al., 2017; Fisher et al., 2007).
Results of the pilot study were favorable in the intervention group, with moderate to large
effect sizes for significant decrease of depressive symptoms and improvements of help-seeking
intention for emotional problems and mental health self-efficacy from baseline to postintervention. The intervention participants reported a higher level of mental health self-efficacy
than the control group at post-intervention. Besides, the intervention group was more likely to
recommend the messages they received, which were culturally-tailored, to their AIS peers than
the control group. These results are notable given that all participants in the study were measured
to have mild-to-moderate depressive symptoms. A longer follow-up study is required to

74
determine the sustainability of these findings, and it could be incorporated into the design of any
future trial.
The Role of the Web-based Program (myCompass)
The intervention group, who used myCompass and received culturally tailored messages,
reduced depressive symptoms and improved other related mental health outcomes significantly.
Both the intervention and control groups’ mental health self-efficacy significantly improved
from baseline to post-intervention. Previous and current research have provided consistent
evidence regarding the effect of myCompass on the treatment of mild-to-moderate depression
(Clarke et al., 2014; Proudfoot et al., 2013; Solomon, Proudfoot, Clarke, & Christensen, 2015).
These results reveal that the delivery of CBT using computer technology is beneficial for and
acceptable to AIS, which is consistent with prior studies of web-based interventions among
general populations that reported positive health outcomes (Clarke et al., 2014; Proudfoot et al.,
2004).
Guided by CBT, the myCompass modules provided the participants a platform for coping
with different psychological problems by themselves. The modules helped the users to reevaluate
their current situation, change their unhelpful thinking, adopt meaningful approaches, and
encourage rational behavior for improving their mood and functioning (Proudfoot et al., 2004).
Consistent with other web-based studies, the results revealed myCompass’ high participation
satisfaction (Clarke et al., 2015; Proudfoot et al., 2004). On average, the participants “slightly to
moderately agreed” that myCompass was helpful, easy to use, and addressed their mental health
concerns; they were comfortable and positive about their use of myCompass, and satisfied with
myCompass overall. These results indicated that myCompass was feasible and acceptable to AIS
and had the potential to effectively improve their mental health.
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Instead of requesting face-to-face interaction with the professionals, web-based interventions
are able to increase access to psychological support and promote self-care. It is particularly
beneficial for individuals who are financially disadvantaged, concerned about the social stigma
of seeking professional help, or have limited access to culturally-appropriate services, all of
which are widely observed among cultural minority groups (Lustria et al., 2013).
Further, self-help web-based programs appear ideal for AIS. The participants in the
message-design study indicated that they first relied on themselves to cope with psychological
problems and employed strategies such as searching for information online or engaging in
physical and pleasurable activities. This is consistent with prior research that found that AIS
were likely to internalize and control their stress (Bertram, Poulakis, Elsasser, & Kumar, 2014).
This is related to the fact that Asian culture greatly values self-control, the ability to address
psychological problems on one’s own, and the implicit disclosure of emotions (Kim, Yang,
Atkinson, Wolfe, & Hong, 2001). Self-control is habitually perceived as a mark of maturity and
an advantage within Asian culture (Chen & Lewis, 2011). Asian philosophical teachings since
individuals’ childhood play a notable role in framing AIS’s emotional self-control and strategies
for coping with psychological distress (Kim et al., 2001).
In addition, Asian norms urge AIS to repress their emotions, bear distress, and consider
others’ needs (Li & Lin, 2014). As a result, AIS tend to look for solutions to solve emotional
problems on their own, rather than asking for help from others to avoid burdening their social
networks (Chen & Lewis, 2011). Accordingly, web-based programs are potentially acceptable
and desirable for this population.
The consistent myCompass comments of the two groups are worth noting. Their responses
indicated that they expected to see sensitive and adapted modules/information on myCompass
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for diverse populations, such as minorities. Further, the intervention group favored and viewed
the culturally-tailored messages as an advantage. Conversely, the participants in the control
group reported the lacking applicability of the untailored messages. Tailoring was an aspect that
was preferred and expected by the participants. The results suggested the importance of the
cultural tailoring of web-based mental health interventions for diverse groups, which may
increase user satisfaction and adherence of interventions (Griner & Smith, 2006). These findings
call for the future development of culturally-tailored web-based programs for minority
populations.
The Role of Cultural Tailoring
The intervention group received better mental health outcomes than the control group,
including decreased depressive symptoms and higher level of intention to seek help for
emotional problems across time; and increased mental health self-efficacy both across time and
group. These results indicated that the tailoring elements may play a role in promoting the health
outcomes.
The culturally tailored messages were designed using the PEN-3 model, centralizing culture
in the core of appropriate intervention. Application of the PEN-3 model occurred in three steps.
In each step, a domain of the model was explored and actions are made to enable the designed
messages to be culturally adapted and tailored.
Persons, Extended Family and Neighborhoods
First, I identified who the target population of the intervention would be, person, extended
family or neighborhood. In this study, I focused on AIS in the U.S. It is necessary for mental
health promotion interventions to identify the mental health needs of AIS.
Perceptions, Enablers, and Nurturers
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Second, I determined perceptions and enablers (systemic factors) that may restrict or
promote depression prevention in AIS, and the degree to which cultural values are shaped by a
person’s social network, such as family and community (nurturers). The culturally tailored
messages were adapted to increase acceptance and potential benefits based on identified
perceptions, enabling and nurturing cultural factors. The culturally tailored messages delivered
substantial information about mental health and mental disorders, improving the awareness of
AIS and reducing stigma towards mental illness and help-seeking (perceptions). I also developed
culturally tailored messages to reflect the specific barriers and protective factors experienced by
AIS. These messages featured Asian culture and family contexts including idioms and other
cultural elements, such as interdependent relationship with social groups, perseverance, and filial
piety (perceptions and enablers). Besides, the culturally tailored messages contained the
information about available local resources for AIS populations, as well as interpersonal
communication strategies with people from diverse cultures (enablers and nurturers).
Positive, Existential and Negative
Third, I identified cultural norms, practices and behaviors that play a good role, no role, or
harmful role in promoting mental health. I conducted literature review, focus groups, and
interviews to address knowledge deficits and benefits of cultural norms regarding depression.
For example, positive components include value emphasizing collectivism in enlisting family
and social network for assistance, value focusing on harmony, and garnering support from AIS in
cultural networks. Existential components are cultural but are not harmful. One example is the
Chinese conceptualization of illnesses, which is rooted in the principles of yin-yang and the
concept of qi (Taylor & Willies-Jacobo, 2003). Negative components include pressure to
maintain harmony, conflict-free relationships and shame (Yick, et al., 2009). Taking these
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components into account, motivational messages about the benefits of mental health, education
on depression, learning about coping skills, and building resilience were also incorporated into
the culturally tailored messages.
I applied the PEN-3 model to centralize culture, integrate cultural relevant factors in the
development of culturally tailored messages, and promote mental health of AIS through a
cultural lens. Research examining the application of the PEN-3 model on mental health among
AIS is missing. The study used the PEN-3 model to shape the cultural elements in messages and
structure the intervention for AIS. Harnessing Asian value systems (i.e., emphasis on
collectivism, saving face, emotional management) was essential in developing culturally
sensitive interventions. Thus, using the PEN-3 cultural model as a guide provides the opportunity
to identity the intervention entry point, promote socio-cultural perceptions, enablers, or nurturers
that are positive, acknowledge the ones that are existential, and notice the negative. In this way,
effective cultural-adapted intervention for AIS is as much about promoting these positive values
as it is addressing negative ones.
Overall, the designed messages were tailored to AIS’ difficulties and concerns, including
challenges with adjusting to the American culture, unwillingness to seek help, social interaction
difficulties, and inadequate awareness of mental health and available resources. These messages
reflected the Asian cultural norms as the participants described, such as collectivism,
interdependence, the stigma attached to mental illness, the value of self-management, etc.
Particularly, the intervention group’s culturally tailored messages contained information on the
importance of help-seeking and how to seek help from one’s social network, which may
motivate the participants to pursue support when they encounter emotional problems. The
culturally tailored messages provided participants with specific strategies to improve their mental
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health and reduce their stress, including seeking social support, adjusting to American culture
and college, and physical exercise, etc. These strategies could boost the participants’ confidence
to address mental health problems and improve their overall mental health.
These results are consistent with prior studies, which found that tailored materials in a
culturally-specific intervention were more effective than untailored messages to elicit health
behavior change (Lancaster & Stead, 2005; Lustria et al., 2013). The current study collected
relevant information from the participants and tailored the messages to their specific needs,
which showed that the culturally-tailored components led to decreased depressive symptoms.
The study suggested that culturally-tailored interventions may be a promising means of
communicating mental health and help-seeking information.
Cultural tailoring is a focused strategy to improve the health outcomes of minority
populations by using their cultural practices, philosophies, and preferences as means to facilitate
the behavior change and health promotion of individuals (Fisher et al., 2007). Compared with
untailored information, tailored messages attract more attention, are handled more attentively,
cover less unneeded words, and are often seen encouragingly by the message-receivers (Kreuter
& Wray, 2003; Lustria et al., 2013; Marcus et al., 2005; Smeets, Brug, & de Vries, 2006;
Williams-Piehota, Schneider, Pizarro, Mowad, & Salovey, 2003). Such cultural tailoring
functions through rising the personal relevance of health messages (Hawkins, Kreuter, Resnicow,
Fishbein, & Dijkstra, 2008). When individuals observe information to be relevant to themselves,
they are likely to be motivated and persuaded by the messages (Petty & Cacioppo, 1979).
Therefore, the cultural tailoring may facilitate to build a comfortable and ideal environment for
health promotion and behavior change (Hawkins et al., 2008; Rimer & Kreuter, 2006).
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In fact, the cultural tailoring of this study has the potential to extend beyond the positive
health outcomes of Asian international student populations. Results from the study discuss that
the cultural tailoring can be applicable to other immigrant youth populations. Interventions that
feature tailoring elements address their users’ specific needs, and therefore may produce positive
health outcomes among other migrant youth populations.
Cultural Tailored Web-Based Intervention
As discussed above, myCompass seems to be feasible and acceptable to AIS. The culturally
tailored messages received by the intervention group promoted more significant benefits than the
control group. Notably, both the intervention and control group participants expected tailoring
elements from myCompass. These results indicated that, in the long term, a cultural tailoring
strategy for web-based interventions may well prove much more effective in sustaining and
promoting the mental health of individuals from minority populations than other interventions
that do not acknowledge the cultural needs of diverse groups.
Culturally-tailored web-based interventions have the potentials to be successfully
implemented and expanded to diverse populations, especially as advanced internet and
computing technologies can facilitate the tailoring of many fundamental characteristics, such as
personal preferences, cultural background, mental health condition, gender, and age.
Furthermore, various interactive modalities may heighten the delivery of tailored messages
through diverse formats and media (Lustria et al., 2013). In a meta-analysis study, web-based
tailored interventions produced significant changes in a range of health related variables,
including self-efficacy, attitudes, intentions, and willingness to behavioral change (Portnoy,
Scott-Sheldon, Johnson, & Carey, 2008). This evidence calls for more culturally-tailored webbased interventions that address the cultural needs of minority populations.
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Discussion of Non-Significant Findings
The results of the study indicated that the intervention group improved their depressive
symptoms and related mental health outcomes more so than the control group. However, the two
groups did not diverge significantly at mid-test and post-test with respect to their depressive
symptoms, mental health help-seeking intention, or the stigma of help-seeking. The possible
explanation is the continuous improvement of the control group due to the web-based
intervention, general health information, and many AIS in the intervention group reported mild
depressive symptoms (CES-D score below 16) and “normal” levels of secondary outcomes,
which left little room for further improvement.
In addition, there were no significant changes from baseline to post-intervention for the
stigma toward seeking professional help and help-seeking intention for suicidal thoughts. Those
results indicated that reducing the mental health-related stigma is a complex and long-term
challenge, which is difficult to make a change in a short term (Gronholm et al., 2017). Moreover,
such a stigma is a multifaceted problem of broad social impact which needs to be addressed at
different levels (Mehta et al., 2015). Similarly, suicidal thoughts were an extremely sensitive
issue; therefore, the participants may hesitate to seek help. Prior research has shown that
individuals with increased suicidal ideation have decreased help-seeking intentions and actions
(Deane et al., 2001).
Overall, the ubiquity of low cost and widely accessible web-based programs as well as the
growing interest and development in technology implies that this field of study warrants more
notice, particularly in the development of culturally-tailored web-based interventions, which hold
promise for promoting the mental health of minority populations. However, strong research
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evidence from a full size RCT will be required to evaluate the effectiveness of culturally-tailored
web-based interventions.
Implications for Research and Practice
This pilot RCT study examined the potential and acceptability of myCompass among AIS
with mild-to-moderate depression. More importantly, the study evaluated short-term symptom
change among the participants. The study incorporated culturally tailored messages into
myCompass and delivered culturally-sensitive and informative support to AIS, which has not
been done in previous research. The distribution of the program on a larger scale is imperative,
as well as the delivery of the designed messages, tailored to the mental health needs of AIS,
through other approaches, such as workshop, videos, and pamphlets. This study strengthens the
existing body of research on the importance of cultural tailoring messages and interventions.
Many campuses have provided an International Student Services Center to help these
students to adjust to the cultural and academic demands of the American universities (Fauman &
Hopkinson, 2010). In addition, many schools have Counseling and Psychological Services on
campus, which form international student support groups specifically for AIS. Other mental
health programs for international students include peer mentor support, academic and English
language support, community partner and faculty partnership, etc. The results of the study were
consistent with the current initiatives on many campuses, emphasizing the importance of
addressing mental health needs of AIS. However, more efforts are deserved to increase cultural
elements in these interventions to increase help-seeking intention and actions of AIS, as well as
access to effective mental health care. The results provide insightful implications for web-based
intervention with tailored elements. The continued development of web-based intervention with
tailored components for mental health disorders is crucial to reach out to a larger scale of
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minority populations who have a lack of access to culturally sensitive services (Ruggiero et al.,
2006). The study suggests that web-based interventions such as myCompass, with culturally
tailored messages, could offer interventions that are cost-efficient and widely available (Rainie,
2004). Further efforts should focus on designing adapted elements that target the population and
examine the short- and long-term effectiveness.
This study is the first pilot RCT of a web-based intervention in the mental health assessment
of AIS with mild-to-moderate depression. The study provides insights for developing web-based
resources, implementing mental health programs, and delivering culturally tailored message to
improve mental health outcomes among AIS. Most existing university and college programs are
implemented among general student or international student populations. The results of this
study highlighted the importance of cultural tailoring and the potential of applying the web-based
intervention to the mental health programs among diverse student groups.
Tailoring increases the persuasive effectiveness of a message (Kreuter et al., 2000). This
study indicates that cultural tailoring could be a worthwhile and useful strategy when combined
with the CBT web-based approaches/resources. The pilot RCT is a necessary first step in
exploring novel interventions. Guided by the results of the pilot RCT, a full RCT should be
conducted to evaluate the effectiveness of the culturally adapted intervention to promote the
mental health of diverse populations. The results of the study inform potential and suggest the
modifications necessary to the planning and implementation of a larger efficacy RCT (Leon et
al., 2011).
Implications for Theory
The study used the PEN-3 model to centralize culture, integrate cultural relevant factors in
the design of culturally tailored messages, and promote the mental health of AIS through a
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cultural lens. Research investigating the application of the PEN-3 model on mental health among
AIS is missing from the field of health programs. The study offered recommendations from the
PEN-3 perspective to develop culturally appropriate and sensitive mental health promotion
among AIS. The study used the PEN-3 model to shape the cultural elements of messages and
structure the intervention for AIS. Harnessing Asian value systems (e.g., emphasis on
collectivism, saving face, and emotional management) was essential to the development of
culturally sensitive interventions. Overall, using the PEN-3 cultural model as the theoretical
framework enabled to identity the intervention entry point as well as promote the perceptions,
enablers, or nurturers that are positive, acknowledge those that are existential, and notice the
negative. In other words, effective culturally-adapted intervention for AIS is as much about
stimulating these positive values as it is acknowledging negative values.
Each of the three PEN-3 model dimensions can be used to direct mental health promotion
and tailored interventions among AIS. Included here are some suggestions for these three
dimensions.
Cultural identity (persons, extended family, and neighborhoods)
As many Asian communities are collectivist, the family should be at the forefront of
intervention planning and implementation. Collaborating with members of the community (i.e.,
peers, faculty, resident assistant, physicians, etc.) during all stages of culturally-tailored
messages intervention are essential to promote community engagement.
Relationships and expectations (perceptions, enablers, and nurturers)
Empowering AIS to communicate with families, peers, and other community members
(e.g., instructors, faculty, and psychological counselors) can motivate AIS to seek mental health
support (Acharya & Jin, under review).
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Cultural empowerment (positive, existential and negative)
Identifying positive cultural norms, such as collectivistic values, family and peer support,
and traditional festivals hosted by student organizations, can strengthen the cultural relevancy of
tailored messages and improve intervention outcomes (Jin et al., under review).
Limitations
There are several limitations in this study. First, the sample size of the pilot study was small
(N = 21), which made the study underpowered. The insufficient power can result in the increase
of Type II errors, which can make the results misleading (Kelley, Maxwell, & Rausch, 2003).
This intervention study need to be modified and tested further as part of a much larger RCT.
Second, the measures of primary, secondary, and usage outcomes were all self-reported. The
usage outcomes questionnaires largely relied on the honesty of the participants. Although I used
the screenshots of completed modules to monitor the participants’ use of myCompass, future
research still should investigate other interactive approaches to track the progress of participants’
usage and reading of the messages.
Third, the participants were from different countries of Asia. Asian culture is heterogeneous,
and thus future research could focus on one specific origin to examine the impact of culture.
Fourth, the participants were provided with incentives, so participation rates may not reflect
the delivery of web-based interventions in the real conditions where incentives are not available
to the users.
Fifth, the intervention took place between April and July 2017, across the summer semester.
During this period, the AIS might be at school, in their home, traveling, or other places. The
context of where the students were present while accessing the intervention might have an effect.
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For example, the AIS who were at their home countries might receive support from family
members.
Sixth, the intervention study was a 7-week trial. The period of 7 weeks may be too short to
identify significant changes in long-term issues, such as stigma toward seeking psychological
help.
Lastly, the general information in the control group was not designed to be parallel with the
culturally tailored messages in the intervention group. The materials in both groups were not
compatible.
Despite these limitations, findings from the current study are instructive to inform a future
full-size RCT and should be seen preliminary. Follow-up data would be needed to assess the
long-term effects of the intervention.
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CHAPTER 7. CONCLUSION

The study examines the potential and acceptability of a web-based intervention with
culturally tailored messages at promoting mental health outcomes among AIS with mild-tomoderate depression. The findings stress the importance of cultural tailoring of the web-based
intervention to the specific needs of AIS. Despite the limitations outlined in the Chapter 6, the
study is the first pilot RCT in the field of e-mental health intervention among AIS, and enriches
the current literature on tailored web-based mental health interventions. The results indicated that
web-based intervention with tailoring elements have potential to meet the need of AIS to
improve their mental health.
In this study, I designed, developed, and tested culturally tailored messages in order to
address the mental health needs of AIS. Then I evaluated the potential and acceptability of a
web-based mental health program (myCompass) with culturally tailored messages to reduce
depressive symptoms and promote other outcomes. The cultural messages were tailored to AIS’
difficulties and concerns, including challenges with adjusting to the American culture,
unwillingness to seek help, social interaction difficulties, and inadequate awareness of mental
health and available resources. These messages reflected Asian cultural norms related to mental
health, such as collectivism, interdependence, the stigma attached to mental illness and helpseeking, the value of self-management, etc.
The findings of the study indicated that the regular use of myCompass and receiving
culturally tailored messages produced significant benefits to AIS over time for decreasing their
depressive symptoms, increasing their mental health help-seeking intention for emotional
problems, and increasing their mental health self-efficacy. These results indicated that the self-
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help online program with consistent and supportive messages did have a positive impact on
AIS’s mental health. The higher likelihood of the recommendation of messages by the
intervention group indicated that the participants were pleased with the tailoring component of
the intervention. Accordingly, they were more likely to share the cultural messages with their
peers and increase the positive effects of the intervention in the local community.
In conclusion, this study has indicated the potential benefits of myCompass with culturally
tailored messages, which appears to be a promising intervention to reduce depressive symptoms
among AIS. Further work is needed to assess whether these findings might extend to a full-size
RCT, and other formats for delivering tailored messages (e.g., webinar, video, and infographic).
The longevity of these effects should also be examined.

89

REFERENCES
Abe-Kim, J., Takeuchi, D. T., Hong, S., Zane, N., Sue, S., Spencer, M. S., … Alegría, M. (2007).
Use of mental health–related services among immigrant and US-born Asian Americans:
results from the National Latino and Asian American study. American Journal of Public
Health, 97(1), 91–98.
Acharya, L., & Jin, L. (under review). Parent-child communicative practices regarding
depression from Chinese international students’ perspectives. Journal of Immigrant and
Minority Health.
Acharya, L. Jin, L., & Collins, W. B. (revise and resubmit). College life is stressful today –
Emerging stressors and depression in college students. Journal of American College Health.
American College Health Association National College Health Assessment [ACHA-NCHA].
(2017). Spring 2017 Reference Group Executive Summary. Retrieved from
http://www.acha-ncha.org/docs/NCHAII_SPRING_2017_REFERENCE_GROUP_EXECUTIVE_SUMMARY.pdf
Acler, M., Robol, E., Fiaschi, A., & Manganotti, P. (2009). A double blind placebo RCT to
investigate the effects of serotonergic modulation on brain excitability and motor recovery
in stroke patients. Journal of Neurology, 256(7), 1152–1158.
Agyapong, V. I. O., Mrklas, K., Suen, V. Y. M., Rose, M. S., Jahn, M., Gladue, I., … Ohinmaa,
A. (2015). Supportive text messages to reduce mood symptoms and problem drinking in
patients with primary depression or alcohol use disorder: protocol for an implementation
research study. JMIR Research Protocols, 4(2), e55.

90
Ahtinen, A., Mattila, E., Välkkynen, P., Kaipainen, K., Vanhala, T., Ermes, M., … Lappalainen,
R. (2013). Mobile mental wellness training for stress management: feasibility and design
implications based on a one-month field study. JMIR Mhealth Uhealth. 1(2), e11. doi:
10.2196/mhealth. 2596.
Airhihenbuwa, C. O. (1990). A conceptual model for culturally appropriate health education
programs in developing countries. International Quarterly of Community Health Education,
11(1), 53–62.
Airhihenbuwa, C. O. (1995). Health and culture: Beyond the Western paradigm. Thousand
Oaks, CA: Sage.
Airhihenbuwa, C. O. (2007). Healing our differences: The crisis of global health and the politics
of identity. Lanham, Md: Rowman & Littlefield Publishers.
Airhihenbuwa, C. O., & Webster, J. D. (2004). Culture and African contexts of HIV/AIDS
prevention, care and support. SAHARA: Journal of Social Aspects of HIV/AIDS Research
Alliance, 1(1), 4–13.
Airhihenbuwa, C., Okoror, T., Shefer, T., Brown, D., Iwelunmor, J., Smith, E., … Dlakulu, R.
(2009). Stigma, culture, and HIV and AIDS in the Western Cape, South Africa: An
application of the PEN-3 cultural model for community-based research. Journal of Black
Psychology, 35(4), 407–432.
Anderson, T. R., & Myer, T. E. (1985). Presenting problems, counselor contacts, and" no
shows": International and American college students. Journal of College Student Personnel,
26, 500-503.

91
Andrews, G., Cuijpers, P., Craske, M. G., McEvoy, P., & Titov, N. (2010). Computer therapy for
the anxiety and depressive disorders is effective, acceptable and practical health care: a
meta-analysis. PloS One, 5(10), e13196.
Armengol, C. G. (1999). A multimodal support group with Hispanic traumatic brain injury
survivors. The Journal of Head Trauma Rehabilitation, 14(3), 233–246.
Arredondo, P., Toporek, R., Brown, S. P., Jones, J., Locke, D. C., Sanchez, J., & Stadler, H.
(1996). Operationalization of the multicultural counseling competencies. Journal of
Multicultural Counseling and Development, 24(1), 42–78.
Bandura, A. (2006). Guide for constructing self-efficacy scales. Self-Efficacy Beliefs of
Adolescents, 5, 307–337.
Bandura, A., Caprara, G. V., Barbaranelli, C., Gerbino, M., & Pastorelli, C. (2003). Role of
affective self-regulatory efficacy in diverse spheres of psychosocial functioning. Child
Development, 74(3), 769–782.
Beck, J. S. (2011). Cognitive behavior therapy: Basics and beyond. New York: Guilford Press.
Beiter, R., Nash, R., McCrady, M., Rhoades, D., Linscomb, M., Clarahan, M., & Sammut, S.
(2015). The prevalence and correlates of depression, anxiety, and stress in a sample of
college students. Journal of Affective Disorders, 173, 90–96.
Berry, J. W. (1997). Immigration, acculturation, and adaptation. Applied Psychology, 46(1), 5–
34.
Bertram, D. M., Poulakis, M., Elsasser, B. S., & Kumar, E. (2014). Social support and
acculturation in Chinese international students. Journal of Multicultural Counseling and
Development, 42(2), 107–124.

92
Biering, K., Hjollund, N. H., & Frydenberg, M. (2015). Using multiple imputation to deal with
missing data and attrition in longitudinal studies with repeated measures of patient-reported
outcomes. Clinical Epidemiology, 7, 91.
Blankers, M., Salemink, E., & Wiers, R. W. (2016). Cognitive Behavioural Therapy and
Cognitive Bias Modification in Internet-Based Interventions for Mood, Anxiety and
Substance Use Disorders. In D. Mucic & D. M. Hilty (Eds.), e-Mental Health (pp. 193–
215). Switzerland: Springer International Publishing.
Boeije, H. (2002). A purposeful approach to the constant comparative method in the analysis of
qualitative interviews. Quality & Quantity, 36(4), 391–409.
Bramley, D., Riddell, T., Whittaker, R., Corbett, T., Lin, R.-B., Wills, M., … Rodgers, A.
(2005). Smoking cessation using mobile phone text messaging is as effective in Maori as
non-Maori. New Zealand Medical Journal, 118(1216), U1494.
Bull, F. C., Holt, C. L., Kreuter, M. W., Clark, E. M., & Scharff, D. (2001). Understanding the
effects of printed health education materials: which features lead to which outcomes?
Journal of Health Communication, 6(3), 265–280.
Burns, J. M., Davenport, T. A., Durkin, L. A., Luscombe, G. M., & Hickie, I. B. (2010). The
internet as a setting for mental health service utilisation by young people. The Medical
Journal of Australia, 192(11), 22.
Calear, A. L., & Christensen, H. (2010). Systematic review of school-based prevention and early
intervention programs for depression. Journal of Adolescence, 33(3), 429–438.
Campbell, C. I., & Alexander, J. A. (2002). Culturally competent treatment practices and
ancillary service use in outpatient substance abuse treatment. Journal of Substance Abuse
Treatment, 22(3), 109–119.

93
Carlbring, P., Nordgren, L. B., Furmark, T., & Andersson, G. (2009). Long-term outcome of
Internet-delivered cognitive–behavioural therapy for social phobia: A 30-month follow-up.
Behaviour Research and Therapy, 47(10), 848–850.
Carleton, R. N., Thibodeau, M. A., Teale, M. J., Welch, P. G., Abrams, M. P., Robinson, T., &
Asmundson, G. J. (2013). The center for epidemiologic studies depression scale: a review
with a theoretical and empirical examination of item content and factor structure. PloS One,
8(3), e58067.
Carpinello, S. E., Knight, E. L., Markowitz, F. E., & Pease, E. A. (2000). The development of
the Mental Health Confidence Scale: A measure of self-efficacy in individuals diagnosed
with mental disorders. Psychiatric Rehabilitation Journal, 23(3), 236.
Castro, F. G., & Alarcón, E. H. (2002). Integrating cultural variables into drug abuse prevention
and treatment with racial/ethnic minorities. Journal of Drug Issues, 32(3), 783–810.
Chen, H.-M., & Lewis, D. C. (2011). Approaching the “resistant:” Exploring East Asian
international students’ perceptions of therapy and help-seeking behavior before and after
they arrived in the United States. Contemporary Family Therapy, 33(3), 310.
Cho, H., & Boster, F. J. (2008). First and third person perceptions on anti-drug ads among
adolescents. Communication Research, 35(2), 169–189.
Chow, L. K. (2012). Examining East Asian American college students’ mental health helpseeking (Doctoral dissertation). Retrieved from
https://scholarworks.gsu.edu/psych_diss/109/
Chu, J. P., Hsieh, K.-Y., & Tokars, D. A. (2011). Help-seeking tendencies in Asian Americans
with suicidal ideation and attempts. Asian American Journal of Psychology, 2(1), 25.

94
Chu, J. P., & Sue, S. (2011). Asian American mental health: What we know and what we don’t
know. Online Readings in Psychology and Culture, 3(1), 4.
Clark, C. H., Mahoney, J. S., Clark, D. J., & Eriksen, L. R. (2002). Screening for depression in a
hepatitis C population: the reliability and validity of the Center for Epidemiologic Studies
Depression Scale (CES-D). Journal of Advanced Nursing, 40(3), 361–369.
Clarke, G., & Yarborough, B. J. (2013). Evaluating the promise of health IT to enhance/expand
the reach of mental health services. General Hospital Psychiatry, 35(4), 339–344.
Clarke, J., Proudfoot, J., Birch, M.-R., Whitton, A. E., Parker, G., Manicavasagar, V., … HadziPavlovic, D. (2014). Effects of mental health self-efficacy on outcomes of a mobile phone
and web intervention for mild-to-moderate depression, anxiety and stress: secondary
analysis of a randomised controlled trial. BMC Psychiatry, 14(1), 272.
Clarke, J., Vatiliotis, V., Verge, C. F., Holmes-Walker, J., Campbell, L. V., Wilhelm, K., &
Proudfoot, J. (2015). A mobile phone and web-based intervention for improving mental
well-being in young people with type 1 diabetes: Design of a randomized controlled trial.
JMIR Research Protocols, 4(2), e50.
Cohen, J. (1988). Statistical power analysis for the behavioral sciences. Hilsdale. NJ: Lawrence
Earlbaum Associates.
Conover, W. J., & Conover, W. J. (1980). Practical nonparametric statistics. Hoboken, NJ: John
Wiley & Sons.
Coolican, H. (2017). Research methods and statistics in psychology. Hove, United Kingdom:
Psychology Press.
Corder, G. W., & Foreman, D. I. (2014). Nonparametric statistics: A step-by-step approach.
Hoboken, NJ: John Wiley & Sons.

95
Corrigan, P. W. (2004). Target-specific stigma change: a strategy for impacting mental illness
stigma. Psychiatric Rehabilitation Journal, 28(2), 113.
Costantino, G., Malgady, R. G., & Rogler, L. H. (1986). Cuento therapy: A culturally sensitive
modality for Puerto Rican children. Journal of Consulting and Clinical Psychology, 54(5),
639.
Cowdery, J. E., Parker, S., & Thompson, A. (2010). Application of the PEN-3 model in a
diabetes prevention intervention. Journal of Health Disparities Research and Practice, 4(1),
26-41.
Dao, T. K., Donghyuck, L., & Chang, H. L. (2007). Acculturation level, perceived English
fluency, perceived social support level, and depression among Taiwanese international
students. College Student Journal, 41(2), 287–296.
Davidson, M. M., Yakushka, O. F., & Sanford-Martens, T. C. (2004). Racial and ethnic minority
clients’ utilization of a university counseling center: An archival study. Journal of
Multicultural Counseling and Development, 32, 259-271.
Deane, F. P., & Todd, D. M. (1996). Attitudes and intentions to seek professional psychological
help for personal problems or suicidal thinking. Journal of College Student Psychotherapy,
10(4), 45–59.
National Institute for Health and Care Excellence [NICE]. (October 2009). Depression in adults:
recognition and management Guidance and guidelines. Retrieved from
https://www.nice.org.uk/guidance/cg90
Dobson, R., Whittaker, R., Bartley, H., Connor, A., Chen, R., Ross, M., & McCool, J. (2017).
Development of a Culturally Tailored Text Message Maternal Health Program:
TextMATCH. JMIR MHealth and UHealth, 5(4), e49.

96
Eisenberg, D., Golberstein, E., & Gollust, S. E. (2007). Help-seeking and access to mental health
care in a university student population. Medical Care, 45(7), 594–601.
Fauman, B. J. & Hopkinson, M. J. (2010). Special Populations. In J. Kay & V. Schwartz (Ed.),
Mental Health Care in the College Community (pp. 247-265). New Jersey: John Wiley &
Sons, Ltd.
Feeley, N., Cossette, S., Côté, J., Héon, M., Stremler, R., Martorella, G., & Purden, M. (2009).
The importance of piloting an RCT intervention. Canadian Journal of Nursing Research,
41(2), 84–99.
Field, A. (2005). Discovering Statistics Using SPSS (Introducing Statistical Methods). London:
Sage Publications.
Fischer, E. H., & Farina, A. (1995). Attitudes toward seeking professional psychologial help: A
shortened form and considerations for research. Journal of College Student Development,
36(4), 368-373.
Fishbein, M., Hall-Jamieson, K., Zimmer, E., Von Haeften, I., & Nabi, R. (2002). Avoiding the
boomerang: Testing the relative effectiveness of antidrug public service announcements
before a national campaign. American Journal of Public Health, 92(2), 238–245.
Fisher, T. L., Burnet, D. L., Huang, E. S., Chin, M. H., & Cagney, K. A. (2007). Cultural
leverage. Medical Care Research and Review, 64(5), 243S–282S.
Flaskerud, J. H., & Nyamathi, A. M. (2000). Attaining gender and ethnic diversity in health
intervention research: cultural responsiveness versus resource provision. Advances in
Nursing Science, 22(4), 1–15.
Fritz, C. O., Morris, P. E., & Richler, J. J. (2012). Effect size estimates: current use, calculations,
and interpretation. Journal of Experimental Psychology: General, 141(1), 2-18.

97
Fuertes, J. N., Costa, C. I., Mueller, L. N., & Hersh, M. (2005). Psychotherapy process and
outcome from a racial-ethnic perspective. In R. T. Carter (Ed.), Handbook of racial-cultural
psychology and counseling, Vol. 1. Theory and research (pp. 256-276). Hoboken, NJ: John
Wiley.
Fung, K., & Wong, Y.-L. R. (2007). Factors influencing attitudes towards seeking professional
help among East and Southeast Asian immigrant and refugee women. International Journal
of Social Psychiatry, 53(3), 216–231.
Garland, A. F., Lau, A. S., Yeh, M., McCabe, K. M., Hough, R. L., & Landsverk, J. A. (2005).
Racial and ethnic differences in utilization of mental health services among high-risk
youths. American Journal of Psychiatry, 162(7), 1336–1343.
Garlow, S. J., Rosenberg, J., Moore, J. D., Haas, A. P., Koestner, B., Hendin, H., & Nemeroff, C.
B. (2008). Depression, desperation, and suicidal ideation in college students: results from
the American Foundation for Suicide Prevention College Screening Project at Emory
University. Depression and Anxiety, 25(6), 482–488.
Glaser, B. G. (1965). The constant comparative method of qualitative analysis. Social Problems,
12(4), 436–445.
Glaser, B. G. (1992). Basics of grounded theory analysis: Emergence vs forcing. Mill Valley,
CA: Sociology Press.
Glaser, B., & Strauss, A. (1967). Grounded theory: The discovery of grounded theory. Sociology
the Journal Of The British Sociological Association, 12, 27–49.
Gong, F., Gage, S.-J. L., & Tacata, L. A. (2003). Helpseeking behavior among Filipino
Americans: A cultural analysis of face and language. Journal of Community Psychology,
31(5), 469–488.

98
Greco, C. M., Kao, A. H., Maksimowicz-McKinnon, K., Glick, R. M., Houze, M., Sereika, S.
M., … Manzi, S. (2008). Acupuncture for systemic lupus erythematosus: a pilot RCT
feasibility and safety study. Lupus, 17(12), 1108–1116.
Griner, D., & Smith, T. B. (2006). Culturally adapted mental health intervention: A metaanalytic review. Psychotherapy: Theory, Research, Practice, Training, 43, 531–548.
Guba, E. G., & Lincoln, Y. S. (1994). Competing paradigms in qualitative research. In N. K.
Denzin & Y. S. Lincoln (Eds.). Handbook of Qualitative Research (pp. 105-117). London:
Sage.
Gustafson, D. H., McTavish, F. M., Chih, M.-Y., Atwood, A. K., Johnson, R. A., Boyle, M.
G., … Dillenburg, L. (2014). A smartphone application to support recovery from
alcoholism: a randomized clinical trial. JAMA Psychiatry, 71(5), 566–572.
Hahn, Z. L. (2010). Coping with acculturative stress and depression among international
students: A cultural perspective (Doctoral dissertation). Retrieved from ProQuest
Dissertations Publishing, 2010. 3447492.
Hall, G. C. N. (2001). Psychotherapy research with ethnic minorities: empirical, ethical, and
conceptual issues. Journal of Consulting and Clinical Psychology, 69(3), 502-510.
Han, X., Han, X., Luo, Q., Jacobs, S., & Jean-Baptiste, M. (2013). Report of a mental health
survey among Chinese international students at Yale University. Journal of American
College Health, 61(1), 1–8.
Hann, D., Winter, K., & Jacobsen, P. (1999). Measurement of depressive symptoms in cancer
patients: evaluation of the Center for Epidemiological Studies Depression Scale (CES-D).
Journal of Psychosomatic Research, 46(5), 437–443.

99
Harrison, V., Proudfoot, J., Wee, P. P., Parker, G., Pavlovic, D. H., & Manicavasagar, V. (2011).
Mobile mental health: review of the emerging field and proof of concept study. Journal of
Mental Health, 20(6), 509–524.
Harvey, S. B., Glozier, N., Henderson, M., Allaway, S., Litchfield, P., Holland-Elliott, K., &
Hotopf, M. (2011). Depression and work performance: an ecological study using web-based
screening. Occupational Medicine, 61(3), 209–211.
Hawkins, R. P., Kreuter, M., Resnicow, K., Fishbein, M., & Dijkstra, A. (2008). Understanding
tailoring in communicating about health. Health Education Research, 23(3), 454–466.
Hertzog, C., Van Alstine, J., Usala, P. D., Hultsch, D. F., & Dixon, R. (1990). Measurement
properties of the Center for Epidemiological Studies Depression Scale (CES-D) in older
populations. Psychological Assessment: A Journal of Consulting and Clinical Psychology,
2(1), 64-72.
Hertzog, M. A. (2008). Considerations in determining sample size for pilot studies. Research in
Nursing & Health, 31(2), 180–191.
Ho, D. (1991). The concept of “face” in Chinese-American interaction. Encountering the
Chinese: A Guide for Americans, 111–124.
Hofmann, S. G., Asnaani, A., Vonk, I. J., Sawyer, A. T., & Fang, A. (2012). The efficacy of
cognitive behavioral therapy: A review of meta-analyses. Cognitive Therapy and Research,
36(5), 427–440.
Holguin, L. E. (2011). Substance use and social networks of international students (Doctoral
dissertation). Retrieved from ProQuest Dissertations Publishing, 2011. 1495485.

100
Huguet, A., Rao, S., McGrath, P. J., Wozney, L., Wheaton, M., Conrod, J., & Rozario, S. (2016).
A systematic review of cognitive behavioral therapy and behavioral activation apps for
depression. PLoS One, 11(5), e0154248.
Husaini, B. A., Neff, J. A., Harrington, J. B., Hughes, M. D., & Stone, R. H. (1980). Depression
in rural communities: Validating the CES-D scale. Journal of Community Psychology, 8(1),
20–27.
Hysenbegasi, A., Hass, S. L., & Rowland, C. R. (2005). The impact of depression on the
academic productivity of university students. Journal of Mental Health Policy and
Economics, 8(3), 145-151.
Hyun, J., Quinn, B., Madon, T., & Lustig, S. (2007). Mental health need, awareness, and use of
counseling services among international graduate students. Journal of American College
Health, 56(2), 109–118.
Institute of International Education [IIE]. (2017). Open Doors 2017 Executive Summary.
Retrieved from https://www.iie.org/Why-IIE/Announcements/2017-11-13-Open-Doors2017-Executive-Summary
Iwelunmor, J., Newsome, V., & Airhihenbuwa, C. O. (2014). Framing the impact of culture on
health: a systematic review of the PEN-3 cultural model and its application in public health
research and interventions. Ethnicity & Health, 19(1), 20–46.
Jackson-Gilfort, A., Liddle, H. A., Tejeda, M. J., & Dakof, G. A. (2001). Facilitating
engagement of African American male adolescents in family therapy: A cultural theme
process study. Journal of Black Psychology, 27(3), 321–340.
Jang, Y., Chiriboga, D. A., & Okazaki, S. (2009). Attitudes toward mental health services: Agegroup differences in Korean American adults. Aging and Mental Health, 13(1), 127–134.

101
Jenny, K. Y., Lin, J. C. G., & Kishimoto, Y. (2003). Utilization of counseling services by
international students. Journal of Instructional Psychology, 30(4), 333-346.
Jensen, J. D., King, A. J., Carcioppolo, N., & Davis, L. (2012). Why are tailored messages more
effective? A multiple mediation analysis of a breast cancer screening intervention. Journal
of Communication, 62(5), 851–868.
Jeon, H. J. (2011). Depression and suicide. Journal of the Korean Medical Association/Taehan
Uisa Hyophoe Chi, 54(4), 370-375.
Jin, L., & Acharya, L. (2016). Cultural beliefs underlying medication adherence in people of
Chinese descent in the US. Health Communication, 31(5), 513-521.
Jin, L., Acharya, L. & Collins, W. B. (under review). Examining the effects of social support
quality and social support satisfaction on depression: acculturation as a mediator. Studies in
Higher Education.
Jin, L., & Acharya, L. (under review). A Qualitative Study of the Meanings of Depression
Among Chinese International Students. The Counseling Psychologist.
Julious, S. A. (2005). Sample size of 12 per group rule of thumb for a pilot study.
Pharmaceutical Statistics, 4(4), 287–291.
Kaczmarek, P. G., Matlock, G., Merta, R., Ames, M. H., & Ross, M. (1994). An assessment of
international college student adjustment. International Journal for the Advancement of
Counselling, 17(4), 241–247.
Kaltenthaler, E., Parry, G., Beverley, C., & Ferriter, M. (2008). Computerised cognitive–
behavioural therapy for depression: systematic review. The British Journal of Psychiatry,
193(3), 181–184.

102
Kay, J., & Schwartz, V. (2011). Mental health care in the college community. Hoboken, NJ:
John Wiley & Sons.
Kearney, L. K., Draper, M., & Barón, A. (2005). Counseling utilization by ethnic minority
college students. Cultural Diversity and Ethnic Minority Psychology, 11(3), 272-285.
Kelley, K., Maxwell, S. E., & Rausch, J. R. (2003). Obtaining power or obtaining precision:
Delineating methods of sample-size planning. Evaluation & the Health Professions, 26(3),
258–287.
Khanna, M. S., & Kendall, P. C. (2010). Computer-assisted cognitive behavioral therapy for
child anxiety: results of a randomized clinical trial. Journal of Consulting and Clinical
Psychology, 78(5), 737-745.
Kim, B. S. K., Atkinson, D. R., & Yang, P. H. (1999). The Asian Values Scale (AVS):
Development, factor analysis, validation, and reliability. Journal of Counseling Psychology,
46, 342–352.
Kim, B. S. K., Li, L. C., & Ng, G. F. (2005). The Asian American values scale–
multidimensional: development, reliability, and validity. Cultural Diversity and Ethnic
Minority Psychology, 11(3), 187-201.
Kim, B. S. K. (2007). Adherence to Asian and European American cultural values and attitudes
toward seeking professional psychological help among Asian American college students.
Journal of Counseling Psychology, 54(4), 474-480.
Kim, B. S. K., Yang, P. H., Atkinson, D. R., Wolfe, M. M., & Hong, S. (2001). Cultural value
similarities and differences among Asian American ethnic groups. Cultural Diversity and
Ethnic Minority Psychology, 7(4), 343–361. https://doi.org/10.1037/1099-9809.7.4.343

103
Kim, B. S. K., & Omizo, M. M. (2003). Asian cultural values, attitudes toward seeking
professional psychological help, and willingness to see a counselor. The Counseling
Psychologist, 31(3), 343–361.
King, A. J., Jensen, J. D., Davis, L. A., & Carcioppolo, N. (2014). Perceived visual
informativeness (PVI): construct and scale development to assess visual information in
printed materials. Journal of Health Communication, 19(10), 1099–1115.
Kirmayer, L. J., & Young, A. (1998). Culture and somatization: clinical, epidemiological, and
ethnographic perspectives. Psychosomatic Medicine, 60(4), 420–430.
Kiropoulos, L. A., Klein, B., Austin, D. W., Gilson, K., Pier, C., Mitchell, J., & Ciechomski, L.
(2008). Is internet-based CBT for panic disorder and agoraphobia as effective as face-toface CBT? Journal of Anxiety Disorders, 22(8), 1273–1284.
Kreuter, M. W., Oswald, D. L., Bull, F. C., & Clark, E. M. (2000). Are tailored health education
materials always more effective than non-tailored materials? Health Education Research,
15(3), 305–315.
Kreuter, M. W., & Wray, R. J. (2003). Tailored and targeted health communication: strategies
for enhancing information relevance. American Journal of Health Behavior, 27(1), S227–
S232.
Kung, W. W. (2004). Cultural and practical barriers to seeking mental health treatment for
Chinese Americans. Journal of Community Psychology, 32(1), 27–43.
Lancaster, T., & Stead, L. F. (2005). Self-help interventions for smoking cessation. Cochrane
Database System Review, 3(3), CD001118.

104
Le Meyer, O., Zane, N., Cho, Y. I., & Takeuchi, D. T. (2009). Use of specialty mental health
services by Asian Americans with psychiatric disorders. Journal of Consulting and Clinical
Psychology, 77(5), 1000-1005.
Lee, E.-J., Chan, F., Ditchman, N., & Feigon, M. (2014). Factors influencing Korean
international students’ preferences for mental health professionals: A conjoint analysis.
Community Mental Health Journal, 50(1), 104–110.
Leon, A. C., Davis, L. L., & Kraemer, H. C. (2011). The role and interpretation of pilot studies in
clinical research. Journal of Psychiatric Research, 45(5), 626–629.
Leong, F. T., & Lau, A. S. (2001). Barriers to providing effective mental health services to Asian
Americans. Mental Health Services Research, 3(4), 201–214.
Lewinsohn, P. M., Seeley, J. R., Roberts, R. E., & Allen, N. B. (1997). Center for Epidemiologic
Studies Depression Scale (CES-D) as a screening instrument for depression among
community-residing older adults. Psychology and Aging, 12(2), 277-287.
Li, C.-S., & Lin, Y.-F. (2014). Understanding Asian international college students’ values and
beliefs, their acculturative stress and coping strategies. Journal of Education and Human
Development, 3(4), 59–62.
Liao, H.-Y., Rounds, J., & Klein, A. G. (2005). A Test of Cramer’s (1999) Help-Seeking Model
and Acculturation Effects With Asian and Asian American College Students. Journal of
Counseling Psychology, 52(3), 400-411.
Lin, K.-M., Inui, T. S., Kleinman, A. M., & Womack, W. M. (1982). Sociocultural determinants
of the help-seeking behavior of patients with mental illness. The Journal of Nervous and
Mental Disease, 170(2), 78–85.

105
Liu, M. (2009). Addressing the mental health problems of Chinese international college students
in the United States. Advances in Social Work, 10(1), 69–86.
Loe, B. S., Stillwell, D., & Gibbons, C. (2017). Computerized Adaptive Testing Provides
Reliable and Efficient Depression Measurement Using the CES-D Scale. Journal of
Medical Internet Research, 19(9), e302.
Lustria, M. L. A., Noar, S. M., Cortese, J., Van Stee, S. K., Glueckauf, R. L., & Lee, J. (2013). A
meta-analysis of web-delivered tailored health behavior change interventions. Journal of
Health Communication, 18(9), 1039–1069.
Marcus, A. C., Mason, M., Wolfe, P., Rimer, B. K., Lipkus, I., Strecher, V., … Davis, S. W.
(2005). The efficacy of tailored print materials in promoting colorectal cancer screening:
results from a randomized trial involving callers to the National Cancer Institute’s Cancer
Information Service. Journal of Health Communication, 10(1), 83–104.
Mason, M., Benotsch, E. G., Way, T., Kim, H., & Snipes, D. (2014). Text messaging to increase
readiness to change alcohol use in college students. The Journal of Primary Prevention,
35(1), 47–52.
Masuda, A., Anderson, P. L., Twohig, M. P., Feinstein, A. B., Chou, Y.-Y., Wendell, J. W., &
Stormo, A. R. (2009). Help-seeking experiences and attitudes among African American,
Asian American, and European American college students. International Journal for the
Advancement of Counselling, 31(3), 168–180.
Masuda, A., & Boone, M. S. (2011). Mental health stigma, self-concealment, and help-seeking
attitudes among Asian American and European American college students with no helpseeking experience. International Journal for the Advancement of Counselling, 33(4), 266–
279.

106
Maton, K. I., Kohout, J. L., Wicherski, M., Leary, G. E., & Vinokurov, A. (2006). Minority
students of color and the psychology graduate pipeline: disquieting and encouraging trends,
1989-2003. American Psychologist, 61(2), 117-131.
Mitchell, S. L., Greenwood, A. K., & Guglielmi, M. C. (2007). Utilization of counseling
services: Comparing international and US college students. Journal of College Counseling,
10(2), 117–129.
Miville, M. L., & Constantine, M. G. (2007). Cultural values, counseling stigma, and intentions
to seek counseling among Asian American college women. Counseling and Values, 52(1),
2–11.
Montag, C., Haase, L., Seidel, D., Bayerl, M., Gallinat, J., Herrmann, U., & Dannecker, K.
(2014). A Pilot RCT of Psychodynamic Group Art Therapy for Patients in Acute Psychotic
Episodes: Feasibility, Impact on Symptoms and Mentalising Capacity. PLOS ONE, 9(11),
e112348. https://doi.org/10.1371/journal.pone.0112348
Mori, S. C. (2000). Addressing the mental health concerns of international students. Journal of
Counseling & Development, 78(2), 137–144.
U.S. Department of Health and Human Services, The Office of Minority Health. (2001).
National CLAS Standards. Retrieved from
https://minorityhealth.hhs.gov/omh/browse.aspx?lvl=2&lvlid=53
Newman, M. G., Szkodny, L. E., Llera, S. J., & Przeworski, A. (2011). A review of technologyassisted self-help and minimal contact therapies for anxiety and depression: is human
contact necessary for therapeutic efficacy? Clinical Psychology Review, 31(1), 89–103.

107
Nilsson, J. E., Berkel, L. A., Flores, L. Y., & Lucas, M. S. (2004). Utilization Rate and
Presenting Concerns of International Students at a University Counseling Center. Journal of
College Student Psychotherapy, 19(2), 49–59. https://doi.org/10.1300/J035v19n02_05
Nimmon, L., Poureslami, I., & FitzGerald, J. M. (2012). What counts as cultural competency in
telehealth interventions? A call for new directions. Journal of Telemedicine and Telecare,
18(7), 425–426.
Noar, S. M., Grant Harrington, N., Van Stee, S. K., & Shemanski Aldrich, R. (2011). Tailored
health communication to change lifestyle behaviors. American Journal of Lifestyle
Medicine, 5(2), 112–122.
Olivas, M., & Li, C.-S. (2006). Understanding stressors of international students in higher
education: What college counselors and personnel need to know. Journal of Instructional
Psychology, 33(3), 217-222.
Pett, M. A. (2015). Nonparametric statistics for health care research: Statistics for small
samples and unusual distributions. Thousand Oaks, CA: Sage Publications.
Petty, R. E., & Cacioppo, J. T. (1979). Issue involvement can increase or decrease persuasion by
enhancing message-relevant cognitive responses. Journal of Personality and Social
Psychology, 37(10), 1915-1926.
Pisanti, R. (2012). Coping self-efficacy and psychological distress: results from an Italian study
on nurses. European Health Psychologist, 14(1), 11–14.
Portnoy, D. B., Scott-Sheldon, L. A., Johnson, B. T., & Carey, M. P. (2008). Computer-delivered
interventions for health promotion and behavioral risk reduction: a meta-analysis of 75
randomized controlled trials, 1988–2007. Preventive Medicine, 47(1), 3–16.

108
Powell, J., Hamborg, T., Stallard, N., Burls, A., McSorley, J., Bennett, K., … Christensen, H.
(2013). Effectiveness of a web-based cognitive-behavioral tool to improve mental wellbeing in the general population: randomized controlled trial. Journal of Medical Internet
Research, 15(1), e2.
Prizzia, R., & Mokuah, N. (1991). Mental health services for Native Hawaiians: The need for
culturally relevant services. Journal of Health and Human Resources Administration, 44–
61.
Proudfoot, J. (2013). The future is in our hands: the role of mobile phones in the prevention and
management of mental disorders. Australian & New Zealand Journal of Psychiatry, 47(2),
111–113.
Proudfoot, J., Clarke, J., Birch, M.-R., Whitton, A. E., Parker, G., Manicavasagar, V., … HadziPavlovic, D. (2013). Impact of a mobile phone and web program on symptom and
functional outcomes for people with mild-to-moderate depression, anxiety and stress: a
randomised controlled trial. BMC Psychiatry, 13(1), 312.
Proudfoot, J., Ryden, C., Everitt, B., Shapiro, D. A., Goldberg, D., Mann, A., … Gray, J. A.
(2004). Clinical efficacy of computerised cognitive–behavioural therapy for anxiety and
depression in primary care: randomised controlled trial. The British Journal of Psychiatry,
185(1), 46–54.
Radloff, L. S. (1977). The CES-D scale: A self-report depression scale for research in the general
population. Applied Psychological Measurement, 1(3), 385–401.
Rainie, H. (2004). Latest Internet tracking data. Pew Internet & American Life Project.

109
Reeves, T., & Bennett, C. E. (2004). We the people: Asians in the United States (Vol. 17).
Washington, DC: US Department of Commerce, Economic and Statistics Administration,
US Census Bureau.
Rimer, B. K., & Kreuter, M. W. (2006). Advancing tailored health communication: A persuasion
and message effects perspective. Journal of Communication, 56(1), S184-S201.
Roberts, R. E. (1980). Reliability of the CES-D scale in different ethnic contexts. Psychiatry
Research, 2(2), 125–134.
Rowe, D., & Grills, C. (1993). African-centered drug treatment: An alternative conceptual
paradigm for drug counseling with African-American clients. Journal of Psychoactive
Drugs, 25(1), 21–33.
Ruggiero, K. J., Resnick, H. S., Acierno, R., Coffey, S. F., Carpenter, M. J., Ruscio, A. M., …
Roffman, R. A. (2006). Internet-based intervention for mental health and substance use
problems in disaster-affected populations: a pilot feasibility study. Behavior Therapy, 37(2),
190–205.
Ruzek, N. A., Nguyen, D. Q., & Herzog, D. C. (2011). Acculturation, enculturation,
psychological distress and help-seeking preferences among Asian American college
students. Asian American Journal of Psychology, 2(3), 181-196.
Schneider, T. R., Salovey, P., Apanovitch, A. M., Pizarro, J., McCarthy, D., Zullo, J., &
Rothman, A. J. (2001). The effects of message framing and ethnic targeting on
mammography use among low-income women. Health Psychology, 20(4), 256-266.
Sheu, H.-B., & Fukuyama, M. A. (2007). Counseling international students from East Asia. In H.
D. Singaravelu & M. Pope (Eds.), A handbook for counseling international students in the
United States (pp. 173-193). Alexandria, VA: American Counseling Association.

110
Shin, S.-K. (2004). Effects of culturally relevant psychoeducation for Korean American families
of persons with chronic mental illness. Research on Social Work Practice, 14(4), 231–239.
Siu, A. L., Bibbins-Domingo, K., Grossman, D. C., Baumann, L. C., Davidson, K. W., Ebell,
M., … Kemper, A. R. (2016). Screening for depression in adults: US Preventive Services
Task Force recommendation statement. Jama, 315(4), 380–387.
Skinner, C. S., Strecher, V. J., & Hospers, H. (1994). Physicians’ recommendations for
mammography: do tailored messages make a difference? American Journal of Public
Health, 84(1), 43–49.
Smarr, K. L., & Keefer, A. L. (2011). Measures of depression and depressive symptoms: Beck
Depression Inventory-II (BDI-II), Center for Epidemiologic Studies Depression Scale
(CES-D), Geriatric Depression Scale (GDS), Hospital Anxiety and Depression Scale
(HADS), and Patient Health Questionnaire-9 (PHQ-9). Arthritis Care & Research, 63(11),
S454-S466.
Smeets, T., Brug, J., & de Vries, H. (2006). Effects of tailoring health messages on physical
activity. Health Education Research, 23(3), 402–413.
Smith, T. B. (2004). Practicing multiculturalism: Affirming diversity in counseling and
psychology. Boston, MA: Allyn and Bacon.
Solomon, D., Proudfoot, J., Clarke, J., & Christensen, H. (2015). e-CBT (myCompass),
antidepressant medication, and face-to-face psychological treatment for depression in
Australia: A cost-effectiveness comparison. Journal of Medical Internet Research, 17(11),
e255.

111
Song, E. K. (2015). Mental health needs of Asian Americans and implications for best practice
guidelines at Biola University Counseling Center (Doctoral dissertation). Retrieved from
ProQuest Dissertations Publishing, 2015. 3702217.
Spurgeon, J. A., & Wright, J. H. (2010). Computer-assisted cognitive-behavioral therapy.
Current Psychiatry Reports, 12(6), 547–552.
Stasiak, K., Hatcher, S., Frampton, C., & Merry, S. N. (2014). A pilot double blind randomized
placebo controlled trial of a prototype computer-based cognitive behavioural therapy
program for adolescents with symptoms of depression. Behavioural and Cognitive
Psychotherapy, 42(4), 385–401.
Strauss, A., & Corbin, J. (1998). Basics of qualitative research techniques. Thousand Oaks, CA:
Sage publications.
Strecher, V. J., Kreuter, M., Den Boer, D.-J., Kobrin, S., Hospers, H. J., & Skinner, C. S. (1994).
The effects of computer-tailored smoking cessation messages in family practice settings.
Journal of Family Practice, 39(3), 262–270.
Sue, S. (1998). In search of cultural competence in psychotherapy and counseling. American
Psychologist, 53(4), 440-448.
Sue, S. (2003). In defense of cultural competency in psychotherapy and treatment. American
Psychologist, 58(11), 964-970.
Sue, S., Cheng, J. K. Y., Saad, C. S., & Chu, J. P. (2012). Asian American mental health: a call
to action. American Psychologist, 67(7), 532-544.
Tata, S. P., & Leong, F. T. (1994). Individualism-collectivism, social-network orientation, and
acculturation as predictors of attitudes toward seeking professional psychological help
among Chinese Americans. Journal of Counseling Psychology, 41(3), 280-287.

112
Ting, J. Y., & Hwang, W.-C. (2009). Cultural influences on help-seeking attitudes in Asian
American students. American Journal of Orthopsychiatry, 79(1), 125-132.
Titov, N., Dear, B. F., Schwencke, G., Andrews, G., Johnston, L., Craske, M. G., & McEvoy, P.
(2011). Transdiagnostic internet treatment for anxiety and depression: a randomised
controlled trial. Behaviour Research and Therapy, 49(8), 441–452.
Updegraff, J. A., Sherman, D. K., Luyster, F. S., & Mann, T. L. (2007). The effects of message
quality and congruency on perceptions of tailored health communications. Journal of
Experimental Social Psychology, 43(2), 249–257.
U.S. Department of Health and Human Services [DHHS]. (2001). Mental health: Culture, race,
and ethnicity: A supplement to mental health: A report of the Surgeon General. Department
of Health and Human Services, US Public Health Service.
Vickers, A. J. (2005). Parametric versus non-parametric statistics in the analysis of randomized
trials with non-normally distributed data. BMC Medical Research Methodology, 5(1), 35.
Wampold, B. (2001). The great psychotherapy debate: Models, methods, and findings
(counseling and psychotherapy: Investigating practice from scientific, historical, and
cultural perspectives). London: Routledge.
Wang, P. S., Lane, M., Olfson, M., Pincus, H. A., Wells, K. B., & Kessler, R. C. (2005). Twelvemonth use of mental health services in the United States: results from the National
Comorbidity Survey Replication. Archives of General Psychiatry, 62(6), 629–640.
Webb, M., Burns, J., & Collin, P. (2008). Providing online support for young people with mental
health difficulties: challenges and opportunities explored. Early Intervention in Psychiatry,
2(2), 108–113.

113
Wei, J., Hollin, I., & Kachnowski, S. (2011). A review of the use of mobile phone text
messaging in clinical and healthy behaviour interventions. Journal of Telemedicine and
Telecare, 17(1), 41–48.
Whitton, S. W., & Whisman, M. A. (2010). Relationship satisfaction instability and depression.
Journal of Family Psychology, 24(6), 791-794.
Williams-Piehota, P., Schneider, T. R., Pizarro, J., Mowad, L., & Salovey, P. (2003). Matching
health messages to information-processing styles: Need for cognition and mammography
utilization. Health Communication, 15(4), 375–392.
Wilson, C. J., Deane, F. P., Ciarrochi, J., & Rickwood, D. (2005). Measuring help-seeking
intentions: Properties of the general help-seeking questionnaire. Canadian Journal of
Counselling, 39(1), 15-28.
Yakushko, O., Davidson, M. M., & Sanford-Martens, T. C. (2008). Seeking help in a foreign
land: International students’ use patterns for a US university counseling center. Journal of
College Counseling, 11(1), 6–18.
Yang, L. H., Corsini-Munt, S., Link, B. G., & Phelan, J. C. (2009). Beliefs in traditional Chinese
medicine efficacy among Chinese Americans: implications for mental health service
utilization. The Journal of Nervous and Mental Disease, 197(3), 207–210.
Yick, A. G., & Oomen-Early, J. (2009). Using the PEN-3 model to plan culturally competent
domestic violence intervention and prevention services in Chinese American and immigrant
communities. Health Education, 109(2), 125–139.
Ying, Y.-W. (2002). The conception of depression in Chinese Americans. In K. S. Kurasaki, S.
Okazaki, & S. Sue (Eds.), Asian American Mental Health: Assessment theories and methods
(pp. 173–183). Kluwer Academic Publishers.

114
Yoon, E., & Jepsen, D. A. (2008). Expectations of and attitudes toward counseling: A
comparison of Asian international and US graduate students. International Journal for the
Advancement of Counselling, 30(2), 116–127.
Young, C. B., Fang, D. Z., & Zisook, S. (2010). Depression in Asian–American and Caucasian
undergraduate students. Journal of Affective Disorders, 125(1), 379–382.
Zane, N., Enomoto, K., & Chun, C.-A. (1994). Treatment outcomes of Asian-and WhiteAmerican clients in outpatient therapy. Journal of Community Psychology, 22(2), 177–191.
Zane, N., & Yeh, M. (2002). The use of culturally-based variables in assessment: Studies on loss
of face. In K. S. Kurasaki, S. Okazaki, & S. Sue (Eds.), International and cultural
psychology series. Asian American mental health: Assessment theories and methods (pp.
123-138). http://dx.doi.org/10.1007/978-1-4615-0735-2_9
Zayco, R. A. (2009). Asian American cultural values, loss of face and self-concealment as
predictors of attitudes toward seeking professional psychological help. Dissertation
Abstracts International: Section B: The Sciences and Engineering, 69(7-B), 4451.
Zhang, A. Y., Snowden, L. R., & Sue, S. (1998). Differences between Asian and White
Americans’ help seeking and utilization patterns in the Los Angeles area. Journal of
Community Psychology, 26(4), 317–326.
Zhang, N., & Dixon, D. N. (2003). Acculturation and attitudes of Asian international students
toward seeking psychological help. Journal of Multicultural Counseling and Development,
31(3), 205–222.
Zhou, Z., Siu, C. R., & Xin, T. (2009). Promoting cultural competence in counseling Asian
American children and adolescents. Psychology in the Schools, 46(3), 290–298.

115

APPENDIX A. RECRUITMENT MATERIALS
FLYER FOR MESSAGE-DESIGN STUDY

ASIAN STUDENTS NEEDED
We are looking for volunteers in a research targeting Asian students:
Developing and designing cultural messages to address the mental health needs of
Asian international students
Participants will be expected to have a 50-minute to 1-hour group discussion with the
research about support messages you would like to receive for improving mental health.
In order to participate in the study, you must be:
• At least 18 years of age
• Full-time Asian international student (undergraduate)
As a token of appreciation for your time, you will receive $10 after participating in the
group discussion.
This study is conducted by Principal Investigator Dr. Lalatendu Acharya, the Assistant
Professor of the Department of Consumer Science, and Co-Investigator Lan Jin.
For more information, please email Lan Jin: jin124@purdue.edu
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EMAIL ANNOUCEMENT FOR INTERVENTION STUDY
In English
Dear Asian Student:
I am writing to invite you to participate in a survey “Mental health and help-seeking behavior of
Asian students”. The purpose of this research is to understand the attitudes and behaviors related
to mental health and help-seeking of Asian students. We hope the findings of this social
scientific study will help to improve health outcomes of Asian students at Purdue.
The survey will take 10-15 minutes to complete. This survey has been approved by Purdue
Human Research Protection Program (HRPP). The approval number is 1606017866.
To participate, you must identify as an Asian international student or Asian American student, be
at least 18 years of age or older, and be a full-time college student in the United States.
Your voluntary participation will be appreciated. As a token of appreciation for your time, if you
choose to participate in this survey you will have the option to anonymously enter your email
address for a chance to win a $15 Amazon gift card at the end of this survey. The odds of
winning are dependent on the number of responses received, but are expected to be 1 in 300 or
better.
In addition, if you choose to participate in and complete our follow-up studies you will have
several opportunities to enter to win gift cards. At 3 weeks, you have a chance to enter and win a
$20 gift card, at 7 weeks a chance to enter to win a $25 gift card and another chance at 20 weeks
for a $10 gift card. Your responses will remain anonymous and you can withdraw from
participation at any time.
Your participation is voluntary and anonymous. None of your responses will be linked to
yourself, your email address or the IP address.
To ensure anonymity of respondents, upon completing the questionnaire, you will be directed to
a separate web page, where you may leave your contact information in order to earn the Amazon
gift cards. The contact information is not connected to your survey responses.
To participate, the Qualtrics URL address is:
https://purdue.qualtrics.com/SE/?SID=SV_6RvtEJail1RBo7H
Thank you for your time and participation. We appreciate your assistance with this important
project.
Sincerely,
Dr. Lalatendu Acharya (lacharya@purdue.edu)
Lan Jin (jin124@purdue.edu)
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EMAIL ANNOUCEMENT FOR INTERVENTION STUDY (CONTINUED)
In Chinese
亲爱的普渡大学同学：
此信是邀请您参加一项问卷调查“亚洲学生的心理健康与寻求帮助行为研究”。这项研究
的目的是了解亚洲学生关于心理健康的态度及寻求帮助的行为。我们希望这项社会科学研
究的结果能够帮助增强普渡大学亚洲学生的健康状况。
您将需要 10 到 15 分钟的时间来完成此项问卷调查。这项研究已经得到了普度大学人类研
究保护项目（HRPP）的批准。批准号为 1606017866.
为了参加此项问卷调查，您必须为在读全职亚洲留学生或者亚裔学生，并且年满 18 周
岁。
我们诚挚感谢您的自愿参与。为了表示谢意，如果您完成这项问卷调查，您可以在问卷结
束后输入您的电子邮箱地址，并将有机会获得价值 15 美金的亚马逊购物卡。购物卡的数
量将取决于收到的问卷回复数量；预计为每 300 个参加者中随机抽取一位获得者或者更
多。
除此之外，如果您选择参加并完成我们接下来的后续研究，您将有几次机会在研究结束后
获得亚马逊购物卡。第三周，您将有机会获得价值 20 美元的购物卡。第七周，您将有机
会获得价值 25 美元的购物卡。第二十周，您将有机会获得 10 美元的购物卡。参加抽奖的
过程是匿名的。
您对于问卷的回复是自愿和匿名的，您的回答将不会联系到您本人、您的邮箱或者您所使
用的电脑 IP 地址。
为了确保回答者的匿名，在您完成问卷之后，我们会提供一个链接到单独的网页，请在那
里留下您的联系方式，以便获得购物卡。您的联系方式不会连接到您的问卷回复内容。
请点击这个 Qualtrics 问卷链接，在线回答问卷：
https://purdue.qualtrics.com/SE/?SID=SV_6RvtEJail1RBo7H
感谢您在百忙之中抽空填写问卷。我们非常感谢您对这项重要的研究项目的帮助！
诚挚的，
Dr. Lalatendu Acharya (lacharya@purdue.edu)
Lan Jin (jin124@purdue.edu)
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EMAIL ANNOUCEMENT FOR INTERVENTION STUDY (CONTINUED)
In Korean
안녕하세요,
“아시안 학생의 정신건강과 도움요청 행동양식” 에 대한 설문조사 참여에
초청하기위하여 이메일을 쓰게 되었습니다. 이 연구의 목적은 아시안 학생의
정신건강과 이에 대한 도움요청과 관련된 태도와 행동양식을 이해하는데 있습니다.
저희는 퍼듀의 아시안 학생들의 정신건강을 개선하는데 도움을 주는 사회과학적
연구 를 수행하고자 합니다.
이 설문조사를 완료하는데는 10-15 분이 걸릴것입니다. 이 설문조사는 퍼듀 Human
Research Protection Program (HRPP)의 승인을 받았습니다. 승인번호는
1606017866 입니다.
이 설문에 참여하기 위해 당신은 아시안 인터네셔널 혹은 아시안 어메리컨
학생이어야하고, 18 살 이상이며, 미국에서 (대학원생 혹은 대학생) 대학생이어야
합니다.
자발적으로 참여해주시면 감사드리겠습니다. 이 설문조사에 참여하시면 시간을
내주신 것에 대한 감사의 표시로 설문 조사 후 익명으로 이메일 주소를 남겨주시면
추첨하여 $15 아마존 기프트카드를 얻으실 수 있습니다. 이길 확률은 응답자 수에
달렸지만 300 대 1 또는 이보다 나을 것입니다.
또한 후속연구에 참여하시면 기프트카드를 얻는 여러번의 기회를 갖게 될것입니다.
3 주가 지나면 $20 기프트카드 를 얻을 기회가 있고, 7 주차에는 $25 기프트카드 를
얻을 기회가 있으며, 20 주차에는 $10 기프트카드 를 얻을 기회가 있습니다
응답하실 경우 추첨에 참여하더라도 익명으로 절차가 진행되며 어느때라도 참가를
철회하실 수 있습니다.
당신의 참여는 자발적이고 익명으로 진행됩니다. 당신의 어떠한 응답도 당신이나
당신의 이메일이나 IP 주소로 연결되지 않을 것입니다.
응답자의 익명을 보장하기위하여, 설문지를 완료함과 동시에 Qualtrics 와는 별개의
외부 웹사이트로 연결될 것이며, 여기에 아마존 기프트 카드 무작위 추첨에
참가하기 위한 연락처를 남기실 수 있습니다.
참여하기 위한 Qualtrics URL 링크입니다:
https://purdue.qualtrics.com/SE/?SID=SV_6RvtEJail1RBo7H
시간을 내주시고 참여해주셔서 감사드립니다. 이 중요한 연구에 도움주셔서
감사드립니다.
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FLYER FOR INTERVENTION STUDY

Mental Health and Help-Seeking Behavior Research Study

ASIAN STUDENTS NEEDED
The purpose of the study is to understand the attitudes and behaviors related
to mental health and help-seeking of Asian students in the United States.
Participants will be expected to take a 10-minute survey, and will be invited to
attend the follow-up studies after completing the survey.
To participate, you must:
1. Identify self as an Asian international student
2. Be at least 18 years of age or older, and
3. Be a full-time undergraduate student
As a token of appreciation for your time, if you complete the 10-min survey, you
will have a chance to win a $15 gift card at the end of this survey. The odds of
winning are dependent on the number of responses received, but are expected to
be 1 in 300 or better.
In addition, if you choose to participate in and complete our follow-up studies you
will have several opportunities to enter to win gift cards.
• At 3 weeks, you have a chance to enter and win a $20 gift card,
• At 7 weeks a chance to enter to win a $25 gift card and
• At 20 weeks a chance for a $10 gift card.
Scan and enter the
survey

Your responses will remain anonymous even if you participate in the drawing and
you can withdraw from participation at any time.
For more information please contact Lan Jin at jin124@purdue.edu

This study has been approved by the Purdue University Institutional Review Board.
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APPENDIX B. MESSAGES USED IN THE INTERVENTION STUDY
CULTURALLY TAILORED MESSAGES (INTERVENTION GROUP)
Theme 1 - Increasing the awareness of mental health and reducing stigma (7)
1-1
Fight mental health stigma
Stigma is a perceived negative attribute that causes someone to devalue or think less of the whole
person. Are you passionate about reducing mental health stigma but not sure how to make an
impact? It’s easier than you think. Here are several ways you can impact mental health
awareness and fight stigma.
Encourage non-judgmental speak. Try to educate those around you on how to talk about
mental illness. Never use words like “crazy” or “insane” as insults.
Search information and read about it. Educate yourself about mental illness and suicide.
Learn about the signs and symptoms and where to receive help in your area.
Talk to loved ones about how they are feeling. Regularly check in with those close to you,
especially if you know they are dealing with a mental illness.
(Source: National Alliance on Mental Illness)
1-2
Symptoms of Depression

Some common symptoms of depression include:

IXlP'IRIGHT <C21113 ll!ERATE HEALTH INt
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(Source: National Institute of Mental Health)
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1-3
Risk factors of depression
Depression is one of the most common mental disorders in the U.S. Current research suggests
that depression is caused by a combination of genetic, biological, environmental, and
psychological factors. Risk factors include:
Personal or family history of depression
Major life changes, trauma, or stress
Certain physical illnesses and medications
(Source: National Alliance on Mental Illness)
1-4
Symptoms of anxiety disorders
Occasional anxiety is a normal part of life. You might feel anxious when faced with a problem at
work, before taking a test, or making an important decision. But anxiety disorders involve more
than temporary worry or fear. The feelings can interfere with daily activities such as job
performance, school work, and relationships. People with generalized anxiety disorder display
excessive anxiety or worry for months and face several anxiety-related symptoms. Generalized
anxiety disorder symptoms include:
Restlessness or feeling wound-up or on edge
Being easily fatigued
Difficulty concentrating or having their minds go blank
Irritability
Muscle tension
Difficulty controlling the worry
Sleep problems (difficulty falling or staying asleep or restless, unsatisfying sleep)
(Source: National Institute of Mental Health)
1-5
Stressors of Asian international students
Asian students constitute more than half of the international college student population in the
United States. Research indicates that Asian international students experience a number of
psychosocial stressors, including language difficulties, experiences of discrimination,
homesickness, isolation, and cultural stress due to differences between their heritage culture and
the dominant American culture. Remember that you are not the only one who may face
difficulties in the United States. Talk about your problems with a friend; they may have the same
troubles. Homesickness is not a sign of weakness. Make time for video calls with your family.
You want to stay in touch through good times and bad.
1-6
When do you need to seek professional help?
You may want to seek professional help if you continue to experience symptoms of depression
despite trying self-help methods for a reasonable time. Some specific situations that may indicate
that you need professional help include the following:
Your score on one of the self-assessment tools (PHQ-9) is in the “severe” range. Please
note that psychological self-test is meant to be used as a starting point, not as a diagnosis tool.
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The score from self-test is not intended as a mental disorder diagnosis, or as any type of
healthcare recommendation.
You screen positive for bipolar disorder on the Mood Disorder Questionnaire (MDQ).
You are having suicidal thoughts or feeling too hopeless.
If you suspect that you have depression, but don’t feel too sure about it despite screening
positive for it on some of the self-assessment tools.
Your depression is making it hard for you to function from day-to-day, which is affecting
your work, education, or relationship. Always consult with a trained mental health professional
if you are experiencing depressive feelings and/or difficulties in your daily functioning that cause
you anxiety or worry.
1-7
Myths and facts about depression
Myth: Depression is a character flaw and is a sign of weakness
Fact: Depression has nothing to do with strength of one’s character. It happens due to a complex
interplay of biological and environmental risk factors and is a treatable condition like any other
physical illness. With all the attached stigma, seeking help for depression is a sign of courage
and not weakness.
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Theme 2 - Motivational quotes (10)
2-1
All life is an experiment. The more experiments you make the better. --Ralph Waldo Emerson
Better to light a candle than to curse the darkness. -- Asian Proverb
2-2
The best way out is always through. -- Robert Frost
The gem cannot be polished without friction, nor man perfected without trials. -- Chinese
Proverb
2-3
Your present circumstances don't determine where you can go; they merely determine where you
start. -- Nido Qubein
Fall seven times, stand up eight. – Asian Proverb
2-4
If you look up, there are no limits. -- Japanese Proverb
Feelings are much like waves, we can't stop them from coming but we can choose which one to
surf.
2-5
Vision without action is a daydream. Action without vision is a nightmare. -- Asian Proverb
Whenever you find yourself doubting how far you can go, just remember how far you have
come. Remember everything you have faced, all the battles you have won, and all the fears you
have overcome.
2-6
A positive attitude causes a chain reaction of positive thoughts, events and outcomes. It is a
catalyst and it sparks extraordinary results. – Wade Boggs
Always find opportunities to make someone smile, and to offer random acts of kindness in
everyday life. – Roy T. Bennett
2-7
A day of traveling will bring a basketful of learning. -- Vietnamese Proverb
Small progress is still progress. Stay motivated.
2-8
We can't change the direction of the wind, but we can adjust the sails. -- Indian Proverb
Not until we are lost do we begin to understand ourselves. – Henry David Thoreau
2-9
Mental illnesses are real. And we need to talk about them.
Every day brings new choices. – Martha Beck
2-10
Self-forgiveness is essential for self-healing.
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The struggle you're in today is developing the strength you need for tomorrow. Don't give up. –
Robert Tew

125
Theme 3 - Available and accessible resources for AIS to improve mental health (6)
3-1
Available and accessible mental health services at Purdue
Feeling stressed? Homesick? Trouble Adjusting to Purdue? Academic Difficulty? Relationship
Problems? Anxiety? Depressed? Identity Issues? Overwhelmed? Confused? Worried?
Counseling And Psychological Services (CAPS) is here to help. The primary goal of CAPS is
to assist students with their concerns before they develop into more serious problems. CAPS has
a strong commitment to meeting the needs of diverse people. CAPS staff can offer therapy in
diverse languages, including English, Mandarin Chinese, Thai, Dutch, and Spanish. To speak
with an assessment specialist and see how CAPS may be helpful and supportive, call (765) 4946995. More at www.purdue.edu/caps/ and http://purdue.edu/push (PUSH)
3-2
Mental Health America of Tippecanoe County (MHA)
Everyone, regardless of whether or not they have been diagnosed with a mental health disorder,
experiences distress from time to time. Consider talking to a mental health professional if your
distress lasts for weeks or you find that distress interferes with your study or work. Mental
Health America of Tippecanoe County (MHA) provides diverse mental health services, as a nonprofit organization which aims to improve mental health of all populations in Tippecanoe
County. MHA provides public mental health educational programs, information and referrals,
crisis center, support groups, rehabilitation services, socialization and housing services to those
confronting mental health challenges and their loved ones. More
at www.mhatippecanoe.org/
3-3
Mental health service organization at Purdue - National Alliance on Mental Illness (NAMI)
National Alliance on Mental Illness (NAMI) student group on Purdue campus may be a good
entry point for you to know more about mental health. NAMI provides information and
resources to support students’ mental health and to empower them to take action on their college
campuses. It helps to ensure that all students have positive, successful and fun college
experiences. More at boilerlink.purdue.edu/organization/namipurdue
3-4
Recreation and Wellness Resources at Purdue
Rec Sports Center
The recreational sports center provides numerous athletic facilitates, such as for weight lifting,
climbing, swimming, basketball, racquetball, wallyball, and ping pong, etc. Come and find one
that interests you. In addition, the Purdue fitness and wellness programs provide a variety of
activities, such as fitness class, free fitness clinics, wellness education, nutrition counseling,
demonstration kitchen, alcohol education, educational program on sexual health, massage
therapy & light therapy, etc. More at www.purdue.edu/recwell/index.php
Meditation Classes
Sahaja Meditation classes are available at Purdue every Sunday. Sahaja Meditation is a style of
meditation where one can tangibly achieve a mental state of total silence without making any
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strenuous effort. This gives the person the strength to remain steadfast even in stressful
situations. Come, learn to meditate the Sahaja way. Classes are open and free to all. More
at boilerlink.purdue.edu/organization/sahajameditationassociationofpurdue
More athletic and recreation clubs at: https://boilerlink.purdue.edu/Organizations
3-5
Asian American and Asian Resource and Cultural Center
Looking for an Asian student organization? The Asian American and Asian Resource and
Cultural Center (AAARCC) provides dynamic educational resources for the Purdue community
and the Lafayette-West Lafayette community. Since joining Purdue in April 2015 the AAARCC
has opened its doors to all and seeks to remain as a source of education, integration, and support.
Programs and events will be constantly evolving to meet the ever-changing needs of the campus
community. More at www.purdue.edu/aaarcc/
3-6
Asian- and Asian American-interest Student Organizations at Purdue
Student or Asian international student associations are great resources for international students.
They can provide prospective and newly arrived students with help finding a place to live,
opening a bank account, getting your American documents and finding a roommate, for
example. Do not hesitate to use their resources before and after you arrive in the U.S. Look for
organizations at www.purdue.edu/aaarcc/student_development/index.html
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Theme 4 - Seeking help from social network and interpersonal skills with American peers
and faculty (7)
4-1
Asking for help shows maturity and courage
Ask for help when you are in need. You have lent a hand to others in need in the past. There is
probably someone in your life that would be genuinely honored to help you now. Call a friend or
family member and talk about your troubles. It might help to get your mind off your own for a
while. Asking for help shows maturity and courage. It's a sign of strength, not weakness. You
know what you need and you're not afraid to reach out for it.
4-2
Having a strong support system
Having a strong support system protects you from the detrimental efforts of stress. Social support
helps reduce feelings of isolation, depression, and anxiety. Family and friends are your
immediate support system. However, individuals with depression may avoid sharing their
symptoms with their family or close friends due to the perceived stigma. Some don’t share their
feelings to avoid being a burden on others and then there is this fear of being perceived as weak
and needy. In fact, studies on Asian international students show that the family and friends
would appreciate your efforts to reach out and be candid about your depression. It is important
that you educate your family about depression using scientifically-based information.
4-3
Talk with family and friends about your concerns and troubles
Asian families tend to employ implicit communication styles. Some people don’t disclose
emotions directly. However, studies indicate that the parents expect the Asian international
students to openly communicate about their problems. You have to advocate for yourself in how
you want to be treated when going through the throes of difficulties. Share with your family and
friends the traits you are hoping for them to display in their interactions with you such as being
empathetic, non-judgmental, respecting your individuality, and being supportive and appreciative
of your strengths while also guiding you if you need more support.
4-4
Spend time with both Asian international and American friends
When you're in a new place for the first time, it can be tempting to cling to people who are
similar to you. It's great to find a group of international friends as a safety net early on, but also
do your best to increase the time spent in groups of American students. Living in a noninternational residence hall, joining campus clubs and organizations, or just making an effort to
meet and spend time with people who are outside your comfort zone are all great ways to make
friends with American classmates. You may also find it easy to start from social media to
interact with American peers on a daily basis (i.e., follow a group you are interested on
Facebook). Remember that this time in your life represents a real opportunity. Make the most of
it.
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4-5
Connect with other students in class
Asian international students may have trouble coming up with common interests with which they
can connect to American students, but a major or course of study is a ready-made way to relate.
Introduce yourself to other Asian and American students in your classes, reach out to them
actively, and offer to study or work on a project together as a study group. American students are
often glad to form an effective study group, regardless of the nationalities of members. If there
are upperclassmen in class, ask them to mentor you, or see if they have any advice to succeed
within that major. This can be as simple as an E-mail or Facebook message but can go a long
way.
4-6
Helpful habits in working with the professor/advisor
Open communication: get face-to-face time with the professor/academic advisor regularly or
when you are in need, so that you can go over your progress and any difficulties and concerns
that you may be experiencing.
Have clearly defined goals: work with the professor/advisor to prioritize the key points of your
research project or class project so that both of you know that the bulk of your efforts are being
used productively.
Be proactive in the relationship: By being upfront about difficulties early on with the
professor/advisor, you can get the feedback you need to either try a different approach or refine
what you are currently doing.
4-7
How to talk about mental health problems with your family and friends?
Your support network, including your family and friends, can be supportive of your
decisions and guide you when you need help. Talking to friends and family about mental
health problems or emotional problems can be an opportunity to provide information,
support, and guidance. Tell your support system that when you approach them with a
problem, you may be only reaching out for a person who can listen and empathize with you
and that you are not seeking a “solution” to your problems. Emphasize that you want people
to be genuinely caring and not just saying all the “right things.” Try to talk with them for
several times; if it doesn’t turn out the way you want, CAPS at Purdue may be able to help
you (https://www.purdue.edu/caps/).
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Theme 5 - Adjusting to American culture and college life (# of messages: 6)
5-1
Adjusting to American education
Adjusting to an American college education may be challenging since American culture and way
of life will vary -- possibly dramatically -- from your home country. Here are a few insights to
help ease your transition into the American education system.
- Get to know a few students in your classes. Form a study group, or at least exchange phone
numbers in case you have any last-minute questions the night before an exam.
- If you don't get a chance to ask questions during class, take advantage of professors’ office
hours for some valuable one-on-one time. Professors and TAs often have set hours they are
available each week for students to drop into their office; they are always pleased to help.
5-2
Becoming engaged in the college
Becoming engaged in your college or university is a critical component to your success and more
importantly your happiness. If there are areas that you know you enjoy, such as writing, talk with
someone at the student newspaper about participating. If you enjoy sports as a leisure activity,
look into playing intramural sports. Joining in activities that you already know you enjoy is the
first step, but make sure you try new things. There are nearly 1,000 student organizations/clubs at
Purdue, such as in athletic and recreation, technical-based interest, dance, music, culture,
gaming, and religious communities, etc. Look for what you are interested at
https://boilerlink.purdue.edu/Organizations.
5-3
Be patient and open-minded
It takes time to use a new language, or to get used to the food, customs, and live in a new culture.
Don't hesitate to ask questions. Americans are always friendly and willing to offer help. Don't be
afraid to talk to people. Try to initiate a conversation at appropriate times. Sometimes a simple
American greeting like "what's up?" or “How’s your day going” can go a long way in "fittingin". It shows your effort of learning the culture.
5-4
Stay active and healthy, get involved, and be inclusive
Although you may feel comfortable speaking your language, hanging out with friends from your
own country, and participating in the international student organization, try to include Americans
in your activity or discussion. Speak English when there are other students around, and avoid
building an "exclusive club" of your group. Be proud to be your cultural ambassador. Americans
are eager to learn from you about your culture. Eat, sleep and exercise to stay both physically
and mentally healthy. This will sustain a positive attitude while adjusting and adapting to a new
culture.
5-5
Learning the culture and context in the US
As Asian international students, we come to study in the United States not only for grades and
degrees, but also for learning the culture and context in the US. Allow yourself to be integrated
into an on and off campus community, and participate in departmental and student activities,
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registered student clubs, and other volunteer organizations. For example, International
Friendship Program at Purdue connects new international Boilermakers with local community
hosts for friendship and support as students and scholars transition to living in Greater Lafayette.
If resources are available, take advantage of the time you are in the United States, go travel and
see different parts of this country. This will enable you to enjoy your experience.
5-6
Ease culture shock
There are several things you can do to ease culture shock:
Keep active: Spend time outside of your room or apartment. Observe Americans in their
own culture. Watch. Listen. Learn.
Make American friends: Ask questions. Be willing to answer questions about your own
culture so that you and your American friends can make interesting comparisons.
Exercise: Find some physical activity that you can enjoy.
Join groups: Your adjustment to American culture will be easier if you participate in
campus clubs and organizations. Look for groups that interest you.
Work on English: Ask about slang terms you don’t understand. Most Americans will
gladly explain words or terms that sound new to you.
Be patient: Remind yourself that experiencing culture shock is not permanent. Develop
understanding of the changes and give yourself time to adjust.
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Theme 6 - Coping strategies to reduce stress and improve mental health (10)
6-1
Stress Busters
- Exercise and take a time-out. Physical activity helps your body and mind. Practice yoga, listen
to music, meditate, get a massage, or learn relaxation techniques. Stepping back from the
problem helps clear your head.
- Eat a balanced diet. Don't skip meals. Make meals in weekends and take lunch to school. Do
keep healthful, energy-boosting snacks on hand. Try to eat from all the food groups and try to
stay away from caffeine (minimize soda or coffee). Caffeine can trigger anxiety and panic
attacks.
- Limit alcohol and stay away from illegal drugs. Alcohol and drugs aggravate anxiety and can
also cause panic attacks.
- Get enough sleep. When stressed, your body needs additional sleep and rest. Take a day off
when you need and don’t feel guilty. We must provide proper rest for our bodies to function at
their highest potential for a happy and fulfilling life. Take good care of yourself.
- Get involved. Volunteer or find another way to be active in your community, which creates a
support network and gives you a break from everyday stress.
6-2
How to reduce stress?
- Do your BEST instead of trying to be PERFECT. We all know perfection isn't possible, so be
proud of however close you get.
- Put things in perspective. Think about your situation. Ask yourself whether it's really as bad as
you think it is or if you could be blowing it out of proportion.
- Maintain a positive attitude. Make an effort to replace negative thoughts with positive ones.
- Talk to someone. Don't let things bottle up to the verge of explosion. Tell friends and family
you’re feeling overwhelmed, and let them know how they can help you. Talk to a physician or
therapist for professional help.
- Find out what triggers your anxiety. Is it work, family, school, or something else you can
identify? Take notes or write in a journal when you're feeling anxious or stressed, and then look
for patterns.
6-3
Fitness Tips: enjoy activities with friends
- Distract yourself with a smartphone or other portable media player to download audiobooks,
podcasts, or music. Many people find it’s more fun to exercise while listening to something they
enjoy.
- Recruit an “exercise buddy.” It's often easier to stick to your exercise routine when you have to
stay committed to a friend, partner, or colleague.
- Be patient and persistent when you start a new exercise program. Most sedentary people require
about four to eight weeks to feel coordinated and sufficiently in shape so that exercise feels
easier.
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6-4
10 food for reduce stress

Foods lnfographics

10 Food For Reduce Stress
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(Source: National Institute of Health)
6-5
Tips to keep calm and boost happiness
Relax with hobby
Positive thinking
Laugh
Music therapy
Exercise
Travel
Meditation
Time management
6-6
10 Tips to Overcome Negative Thoughts: Positive Thinking Made Easy
Meditate or do yoga.
Smile.
Surround yourself with positive people.
Change the tone of your thoughts from negative to positive.

sectetu radip isicin gelit seddoe
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Don’t play the victim. You create your life—take responsibility.
Help someone.
Remember that no one is perfect and let yourself move forward.
Sing.
List five things that you are grateful for right now.
Read positive quotes.

6-7
Improve problem-solving skills
We may be faced with a number of unexpected challenges in college life and receive little or no
aid in overcoming them. Here are several tips on how to problem solve:
Reinforce a positive outlook.
Ask questions to understand the problem.
Be open-minded.
Look down on a problem.
Define the problem completely.
Take bite-sized chunks.
Think logically.
Talk to a friend, a family member, or anyone you trust.
Mistakes happen.
Keep emotions in check.
If you don't find success, start over.
6-8
Time management tips for college students
Good time management is a key element to a successful college career. The following tips will
help you minimize your stress level and maximize your time for college fun.
Determine what’s most important to you.
Start with the work earlier, rather than leaving it until the last minute.
Control your distractions.
Eat a good breakfast. Eating breakfast can improve memory and concentration levels, and
it can improve mood and lower stress levels.
When working in groups, delegate jobs efficiently.
Get the most out of class.
Learn to say “no.”
Take breaks.
6-9
Fitness Tips: Stay Healthy, Manage Stress
For the biggest benefits of exercise, try to include at least 2½ hours of moderate-intensity
physical activity (e.g. brisk walking) each week, 1¼ hours of a vigorous-intensity activity (such
as jogging or swimming laps), or a combination of the two.
- 5 X 30: Jog, walk, bike, or dance three to five times a week for 30 minutes.
- Set small daily goals and aim for daily consistency rather than perfect workouts. It's better to
walk every day for 15-20 minutes than to wait until the weekend for a three-hour fitness
marathon. Lots of scientific data suggests that frequency is most important.
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- Find forms of exercise that are fun or enjoyable. Extroverted people often like classes and
group activities. People who are more introverted often prefer solo pursuits.
6-10
Healthy Eating Habits Busy College Students Will Appreciate
Eating healthfully does not have to mean dieting.
Focus on adding whole nutritious foods instead of restricting the “bad” ones.
Choose healthy foods that you actually love to eat.
Don’t let your class schedule dictate your meals.
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Theme 7 - Safety issues for AIS (3)
7-1
Campus safety
The Lafayette-West Lafayette/Purdue University community offers numerous advantages to
students and residents. The community is a great place to live, work and study. However, it is not
immune to the kinds of problems that beset the rest of the nation. Unfortunately, one of these
problems — crime — is a reality at Purdue and in Lafayette-West Lafayette. The University
attempts to provide a safe and secure environment for students, staff and visitors. However, it is
possible to maintain safety and security only when every student and staff member takes an
active part in the effort. Sign up to receive an emergency notification text message and/or use
your Twitter app to push notifications from @purdueemergency. More at
http://www.purdue.edu/ehps/emergency_preparedness/warning-system.html
7-2
Reporting of criminal offenses and sexual harassment
The Purdue University Police Department encourages anyone who is the victim or witness to any
crime to report the incident promptly to the department at 765-494-8221 or 911. If you have any
concerns about sexual harassment/violence, Purdue University has several resources that would
provide help; report to:
Police Department at 765-494-8221, www.purdue.edu/police/
Office of the Dean of Students at 765-494-1747, www.purdue.edu/odos/
University Residences at 765-494-1000, www.housing.purdue.edu/
Student Health Center (PUSH) at 765-494-1700, www.purdue.edu/push/
7-3
Night Company: Walk in groups at night
You should avoid walking alone at night because most crimes that are committed are crimes of
opportunity. The University has campus police and is safe. However, when you leave the campus
at night you should walk in groups or pairs. The Purdue Student Security Patrol provides the
evening Safe Walk Program for students and staff during the fall and spring semesters. Anyone
who wants the service can request a Safe Walk by calling 765-494-SAFE (7233). You should not
hesitate to use it when you have to leave the library or lab late at night.
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GENERAL UNTAILORED MESSAGES (CONTROL GROUP)
1.
Description of the DASH Eating Plan
DASH is a flexible and balanced eating plan that helps create a heart-healthy eating style for life.
The DASH eating plan requires no special foods and instead provides daily and weekly
nutritional goals. This plan recommends:
• Eating vegetables, fruits, and whole grains
• Including fat-free or low-fat dairy products, fish, poultry, beans, nuts, and vegetable oils
• Limiting foods that are high in saturated fat, such as fatty meats, full-fat dairy products, and
tropical oils such as coconut, palm kernel, and palm oils
• Limiting sugar-sweetened beverages and sweets.
Source: NIH
2.
Keep Your Skin Healthy
Some sun can be good for you, but to keep your skin healthy, be careful:
§ Limit time in the sun. It’s okay to go out during the day, but try to avoid being in sun during
peak times when the sun’s rays are strongest.
§ Use sunscreen. Look for sunscreen with an SPF (sun protection factor) number of 30 or
higher. It’s best to choose sunscreens with “broad spectrum” on the label. Put the sunscreen on
15 to 30 minutes before you go outside.
§ Wear protective clothing. A hat with a wide brim can shade your neck, ears, eyes, and head.
§ Avoid tanning. Don’t use sunlamps or tanning beds. Tanning pills are not approved by the
Food and Drug Administration (FDA) and might not be safe.
Source: NIH
3.
What is Heart Disease?
Coronary heart disease—often simply called heart disease—is the main form of heart disease. It
is a disorder of the blood vessels of the heart that can lead to heart attack. A heart attack happens
when an artery becomes blocked, preventing oxygen and nutrients from getting to the heart.
Heart disease is one of several cardiovascular diseases, which are diseases of the heart and blood
vessel system. Other cardiovascular diseases include stroke, high blood pressure, angina (chest
pain), and rheumatic heart disease.
Source: NIH
4.
What Causes Heart Disease?
Research suggests that coronary heart disease (CHD) begins with damage to the lining and inner
layers of the coronary (heart) arteries. Several factors contribute to this damage. They include:
• Smoking, including secondhand smoke
• High amounts of certain fats and cholesterol in the blood
• High blood pressure
• High amounts of sugar in the blood due to insulin resistance or diabetes
• Blood vessel inflammation
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Source: NIH
5.
Cook to the right temperature
Did you know that the bacteria that cause food poisoning multiply quickest in the “Danger Zone”
between 40˚ and 140˚ Fahrenheit?
And while many people think they can tell when food is “done” simply by checking its color and
texture, there’s no way to be sure it’s safe without following a few important but simple steps.
Follow these top tips to keep your family safe
Use a food thermometer.
Keep food hot after cooking (at 140 ˚F or above).
Microwave food thoroughly (to 165 ˚F).
Source: NIH
6.
Wash hands and surfaces often
Illness-causing bacteria can survive in many places around your kitchen, including your hands,
utensils, and cutting boards.
Unless you wash your hands, utensils, and surfaces the right way, you could spread bacteria to
your food, and your family.
Follow these top tips to keep your family safe
Wash hands the right way—for 20 seconds with plain soap and running water.
Wash surfaces and utensils after each use.
Wash fruits and veggies—but not meat, poultry, or eggs.
Source: NIH
7.
How do you get food poisoning?
You can get food poisoning after swallowing food that has been contaminated with a variety of
germs (bacteria, viruses, parasites) or toxic substances (molds, contaminants). After you eat the
contaminated food there is a delay before symptoms of food poisoning begin. This delay may
range from hours to days, depending on the germ and on how many germs you swallowed.
The most common symptoms of food poisoning include upset stomach, abdominal cramps,
nausea and vomiting, diarrhea, fever, and dehydration. Symptoms may range from mild to severe
and may differ depending on the germ that is making you sick. Severe cases of food poisoning
can cause long-term health problems or death.
Source: NIH
8.
Healthy Weight
When it comes to weight loss, there's no lack of fad diets promising fast results. But such diets
limit your nutritional intake, can be unhealthy, and tend to fail in the long run.
The key to achieving and maintaining a healthy weight isn't about short-term dietary changes. It's
about a lifestyle that includes healthy eating, regular physical activity, and balancing the number
of calories you consume with the number of calories your body uses.
Staying in control of your weight contributes to good health now and as you age.
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Source: CDC
9.
Why is physical activity important?
Regular physical activity is important for good health, and it's especially important if you're
trying to lose weight or to maintain a healthy weight.
• When losing weight, more physical activity increases the number of calories your body uses
for energy or "burns off." The burning of calories through physical activity, combined with
reducing the number of calories you eat, creates a "calorie deficit" that results in weight loss.
• Most weight loss occurs because of decreased caloric intake. However, evidence shows the
only way to maintain weight loss is to be engaged in regular physical activity.
• Most importantly, physical activity reduces risks of cardiovascular disease and diabetes
beyond that produced by weight reduction alone.
Source: CDC
10.
Obesity is common, serious and costly
• More than one-third (36.5%) of U.S. adults have obesity.
• Obesity-related conditions include heart disease, stroke, type 2 diabetes and certain types of
cancer, some of the leading causes of preventable death.
• The estimated annual medical cost of obesity in the U.S. was $147 billion in 2008 U.S.
dollars; the medical costs for people who are obese were $1,429 higher than those of normal
weight.
Source: CDC
11.
How much physical activity do adults need?
For important health benefits, adults need at least: walking 2 hours and 30 minutes (150 minutes)
of moderate-intensity aerobic activity (i.e., brisk walking) every week and weight training
muscle-strengthening activities on 2 or more days a week that work all major muscle groups
(legs, hips, back, abdomen, chest, shoulders, and arms).
We know 150 minutes each week sounds like a lot of time, but it's not. That's about the same
amount of time you might spend watching a movie. The good news is that you can spread your
activity out during the week, so you don't have to do it all at once. You can even break it up into
smaller chunks of time during the day. It's about what works best for you, as long as you're doing
physical activity at a moderate or vigorous effort for at least 10 minutes at a time.
Source: Centers for Disease Control and Prevention (CDC)
12.
To maintain your weight
Work your way up to 150 minutes of moderate-intensity aerobic activity, 75 minutes of
vigorous-intensity aerobic activity, or an equivalent mix of the two each week. Strong scientific
evidence shows that physical activity can help you maintain your weight over time. However, the
exact amount of physical activity needed to do this is not clear since it varies greatly from person
to person. It's possible that you may need to do more than the equivalent of 150 minutes of
moderate-intensity activity a week to maintain your weight.
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Source: CDC
13.
Health Effects of smoking
Smoking leads to disease and disability and harms nearly every organ of the body. More than 16
million Americans are living with a disease caused by smoking. For every person who dies
because of smoking, at least 30 people live with a serious smoking-related illness. Smoking
causes cancer, heart disease, stroke, lung diseases, diabetes, and chronic obstructive pulmonary
disease (COPD), which includes emphysema and chronic bronchitis. Smoking also increases risk
for tuberculosis, certain eye diseases, and problems of the immune system, including rheumatoid
arthritis.
Source: CDC
14.
What is Cancer?
Cancer refers to diseases in which abnormal cells divide out of control and are able to invade
other tissues. Cancer cells can spread to other parts of the body through the blood and lymph
systems, which help the body get rid of toxins.
Symptoms can include:3
• A thickening or lump in any part of the body
• Weight loss or gain with no known reason
• A sore that does not heal
• Hoarseness or a cough that does not go away
• A hard time swallowing
• Discomfort after eating
• Changes in bowel or bladder habits
• Unusual bleeding or discharge
• Feeling weak or very tired
Source: CDC
15.
Health Effects of Smoking and Secondhand Smoke on Pregnancies
• Women who smoke have more difficulty becoming pregnant and have a higher risk of never
becoming pregnant.
• Smoking during pregnancy can cause tissue damage in the unborn baby, particularly in the
lung and brain, and some studies suggests a link between maternal smoking and cleft lip.
• Studies also suggest a relationship between tobacco and miscarriage. Carbon monoxide in
tobacco smoke can keep the developing baby from getting enough oxygen. Tobacco smoke also
contains other chemicals that can harm unborn babies.
Source: CDC
16.
Secondhand Smoke
Secondhand smoke exposure contributes to approximately 41,000 deaths among nonsmoking
adults and 400 deaths in infants each year. Secondhand smoke causes stroke, lung cancer, and
coronary heart disease in adults. Children who are exposed to secondhand smoke are at increased
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risk for sudden infant death syndrome, acute respiratory infections, middle ear disease, more
severe asthma, respiratory symptoms, and slowed lung growth.
Source: CDC
17.
There Are Vaccines You Need as an Adult
All adults need:
• Influenza (flu) vaccine every year
• Td or Tdap vaccine
Other vaccines you may need as an adult are determined by factors such as:
• age
• lifestyle
• health conditions
• job
• international travel
• any previous vaccines you have received
Learn more about what other vaccines may be recommended for you and talk to your healthcare
professional about which vaccines are right for you.
More at https://www.cdc.gov/vaccines/adults/rec-vac/index.html
Source: CDC
18.
Why Vaccines are Important for You
You May Be at Risk for Serious Disease
Even if you were fully vaccinated as a child, the protection from some vaccines you received can
wear off. You may also be at risk for other disease due to your job, lifestyle, travel, or health
conditions.
You Can Protect Yourself and Your Loved Ones from Disease
Vaccines can lower your chance of getting certain diseases.
Vaccines lower your chance of spreading disease.
You Can't Afford to Get Sick
You have a busy life and too much responsibility to risk getting sick. Vaccines can help you stay
healthy so you don't miss work and you have time for your family, friends and hobbies.
Source: CDC
19.
Vaccines are very safe
Vaccines are tested and monitored. Vaccines go through years of testing before being licensed by
the Food and Drug Administration (FDA). Both the CDC and FDA continue to monitor vaccines
for safety after they are licensed.
Vaccine side effects are usually mild and go away in a few days. The most common side effects
include soreness, redness, or swelling where the shot was given. Severe side effects are very rare.
Vaccines are one of the safest ways to protect your health. However, if you are pregnant or have
a weakened immune system talk with your doctor before being vaccinated, as some vaccines
may not be recommended for you.
Source: CDC
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20.
How can I avoid getting the flu?
The best way to avoid getting the flu is to get the flu vaccine every year. Influenza viruses evolve
constantly, and twice a year WHO makes recommendations to update the vaccine compositions.
For the 2016-2017 northern hemisphere influenza season, the vaccine formulation was updated
in February 2016 to contain two type A viruses (H1N1 and H3N2), and a type B virus.
WHO recommends annual vaccination for high-risk groups including health care workers.
People should ideally get vaccinated just before the influenza season begins for the most
effective coverage, although getting vaccinated at any time during the influenza season can still
help prevent flu infections.
Source: WHO
21.
How do you stop flu from spreading?
Influenza can spread quickly between people when an infected person coughs or sneezes,
dispersing droplets of the virus into the air. It can be also spread by hands contaminated by the
virus.
Precautionary measures should be taken to limit transmission. People should cover their mouth
and nose with a tissue when coughing, then throw it out and wash their hands thoroughly and
regularly.
Source: WHO
22.
How can injuries be prevented?
Injuries cause 5 million deaths every year. They are also a leading cause of demand for medical
care and rehabilitation services. People of all ages are affected, but some groups are more at risk.
For example, for people between the ages of 5 and 44 years, six of the ten leading causes of
death are injury-related. The burden of injuries also falls disproportionately on the poor - over
90% of injury-related deaths occur in low-income and middle-income countries and even poor
people in wealthier countries suffer much higher rates of injury. Poorer people are at higher risk
of injury because they often live, work, travel and go to school in unsafe environments. They
also benefit less from prevention efforts, and have less access to high-quality treatment and
rehabilitation services.
Source: WHO
23.
Loud noise can cause hearing loss
Everyday sounds typically do not damage your hearing. However, many people participate in
activities that produce harmful sound levels, such as attending loud sporting events and music
concerts, and using power tools, which repeated over time will cause hearing loss. Loud sound
(noise) can damage sensitive parts of the ear, causing hearing loss, ringing or buzzing in the ear
(tinnitus), and increased sensitivity to sound (hyperacusis). Repeated exposure to loud noise over
the years affects how well you hear later in life and how quickly you develop hearing problems,
even after exposure has stopped.
Source: CDC
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24.
4 Ways to Stay Healthy
1. Think outside the gym. You don’t need to go to the gym to get in a full-body workout.
Moves like push-ups, burpees, lunges, and squats can all be done at home, without any
equipment.
2. Promote healthy eating habits. Start by making small changes, such as filling half their plate
with vegetables or eating a healthier alternative for dessert.
3. Encourage good hydration. Drinking water keeps our muscles energized and helps speed up
our metabolism. It also helps flush out toxins after a tough workout.
4. Discuss the importance of sleep. Share these useful tips with your friends:
o Unplug from all devices 30-45 minutes before going to bed
o Eat dinner at least two hours before bedtime
o Block out sounds with white noise or earplugs
Source: USDHHS
25.
Eat Less Sodium: Quick tips
Nine out of 10 Americans eat more sodium (salt) than they need. Too much sodium increases
your risk for health problems like high blood pressure.
To eat less sodium, you don’t have to make lots of changes at once. If you cut back on sodium
little by little, your taste for salt will change with time.
Use these tips to help lower the amount of sodium in your diet.
Know your sodium limit.
Check the label.
Shop for low sodium foods.
Prepare your meals with less sodium.
Get less salt when you eat out.
Add more potassium to your diet.
Source: USDHHS
26.
Heart-healthy eating
When it comes to your heart, what you eat matters. Follow these tips for heart-healthy eating:
Eat less saturated and trans fat. Stay away from fatty meats, fried foods, cakes, and cookies.
Cut down on sodium (salt). Look for the low-sodium or “no salt added” types of canned soups,
vegetables, snack foods, and lunch meats.
Get more fiber. Eat vegetables, fruits, and whole grains to add fiber to your diet.
Source: USDHHS
27.
Ride your bike safely
Riding bikes is a great way to get active. Riding a bike can help you:
• Get in shape
• Lose weight
• Lower your risk of health conditions like heart disease
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• Save money on gas
Follow these safety tips every time you ride.
• Ride a bike that’s the right size for you.
• Check the brakes before you ride.
• Always wear a bike helmet that fits correctly.
• Wear bright colors and reflective tape.
• Avoid wearing things that can get caught in your bike chain, like loose pants.
• Ride in the same direction as cars and follow the "rules of the road."
• If possible, ride on a bike path that's separate from cars.
Source: USDHHS
28.
Watch your weight
How do I know if I’m at a healthy weight?
Finding out your Body Mass Index (BMI) is the best way to learn if you are at a healthy weight.
Use this Body Mass Index (BMI) calculator to find out your BMI and what it means for you.
• If you are overweight or obese, you can lose weight by eating fewer calories and getting
more physical activity.
• If you are at a healthy weight, keep getting regular physical activity and eating the right
number of calories.
How do I know if I’m eating the right number of calories?
Use the MyPlate Daily Checklist calculator to find out how many calories you need to maintain
your current weight.
Source: USDHHS
29.
Breast Cancer in Young Women
Who Has a Higher Risk?
Some young women are at a higher risk for getting breast cancer at an early age compared with
other women their age. If you are a woman under age 45, you may have a higher risk if you
have—
• Close relatives who were diagnosed with breast or ovarian cancer when they were younger
than 45, especially if more than one relative was diagnosed or if a male relative had breast
cancer.
• Changes in your BRCA1 or BRCA2 genes, or close relatives with these changes.
• An Ashkenazi Jewish heritage.
• Been treated with radiation therapy to the breast or chest during childhood or early
adulthood.
• Had breast cancer or certain other breast health problems.
• Been told that you have dense breasts on a mammogram.
Source: CDC
30.
How Can Cancer Be Prevented?
The number of new cancer cases can be reduced and many cancer deaths can be prevented.
Research shows that screening for cervical and colorectal cancers as recommended helps prevent
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these diseases by finding precancerous lesions so they can be treated before they become
cancerous. Screening for cervical, colorectal, and breast cancers also helps find these diseases at
an early stage, when treatment works best.
Vaccines (shots) also help lower cancer risk. The human papillomavirus (HPV) vaccine helps
prevent most cervical cancers and several other kinds of cancer, and the hepatitis B vaccine can
help lower liver cancer risk.
A person’s cancer risk can be reduced with healthy choices like avoiding tobacco, limiting
alcohol use, protecting your skin from the sun and avoiding indoor tanning, eating a diet rich in
fruits and vegetables, keeping a healthy weight, and being physically active.
Source: CDC
31.
What are the emergency warning signs of flu sickness?
In children
• Fast breathing or trouble breathing
• Bluish skin color
• Not drinking enough fluids
• Not waking up or not interacting
• Being so irritable that the child does not want to be held
• Flu-like symptoms improve but then return with fever and worse cough
• Fever with a rash
In adults
• Difficulty breathing or shortness of breath
• Pain or pressure in the chest or abdomen
• Sudden dizziness
• Confusion
• Severe or persistent vomiting
• Flu-like symptoms that improve but then return with fever and worse cough
In addition to the signs above, get medical help right away for any infant who has any of these
signs:
• Being unable to eat
• Has trouble breathing
• Has no tears when crying
• Significantly fewer wet diapers than normal
Source: CDC
32.
Diabetes
Diabetes is a disease that occurs when your blood glucose, also called blood sugar, is too high.
Over time, having too much glucose in your blood can cause health problems, such as heart
disease, nerve damage, eye problems, and kidney disease. You can take steps to prevent diabetes
or manage it.
As of 2014, 29.1 million people in the United States, or 9.3 percent of the population, have
diabetes. One in four people with diabetes don’t know they have the disease. An estimated 86
million Americans aged 20 years or older have prediabetes.
Source: NIH
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33.
Diabetes Diet, Eating, & Physical Activity
Nutrition and physical activity are important parts of a healthy lifestyle when you have diabetes.
Along with other benefits, following a healthy meal plan and being active can help you keep
your blood glucose level, also called blood sugar, in your target range. To manage your blood
glucose, you need to balance what you eat and drink with physical activity and diabetes
medicine, if you take any. What you choose to eat, how much you eat, and when you eat are all
important in keeping your blood glucose level in the range that your health care team
recommends.
Becoming more active and making changes in what you eat and drink can seem challenging at
first. You may find it easier to start with small changes and get help from your family, friends,
and health care team.
Source: NIH
34.
What are the most important things to do to prevent diabetes?
The Diabetes Prevention Program (DPP), a major federally funded study of 3,234 people at high
risk for diabetes, showed that people can delay and possibly prevent the disease by losing a small
amount of weight (5 to 7 percent of total body weight) through 30 minutes of physical activity 5
days a week and healthier eating.
Eat smaller portions. Learn what a serving size is for different foods and how many servings you
need in a meal.
Eat less fat. Choose fewer high-fat foods and use less fat for cooking.
Physical activity can help you control your blood glucose, weight, and blood pressure, as well as
raise your “good” cholesterol and lower your “bad” cholesterol.
Source: CDC
35.
Why Is Sleep Important?
Sleep plays a vital role in good health and well-being throughout your life. Getting enough
quality sleep at the right times can help protect your mental health, physical health, quality of
life, and safety.
The way you feel while you're awake depends in part on what happens while you're sleeping.
During sleep, your body is working to support healthy brain function and maintain your physical
health. In children and teens, sleep also helps support growth and development.
The damage from sleep deficiency can occur in an instant (such as a car crash), or it can harm
you over time. For example, ongoing sleep deficiency can raise your risk for some chronic health
problems. It also can affect how well you think, react, work, learn, and get along with others.
Source: NIH
36.
What Are the Signs and Symptoms of Problem Sleepiness?
Sleep deficiency can cause you to feel very tired during the day. You may not feel refreshed and
alert when you wake up. Sleep deficiency also can interfere with work, school, driving, and
social functioning.
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How sleepy you feel during the day can help you figure out whether you're having symptoms of
problem sleepiness. You might be sleep deficient if you often feel like you could doze off while:
• Sitting and reading or watching TV
• Sitting still in a public place, such as a movie theater, meeting, or classroom
• Riding in a car for an hour without stopping
• Sitting and talking to someone
• Sitting quietly after lunch
• Sitting in traffic for a few minutes
Source: NIH
37.
Strategies for Getting Enough Sleep
To improve your sleep habits, it also may help to:
• Go to bed and wake up at the same time every day. For children, have a set bedtime and a
bedtime routine. Don't use the child's bedroom for timeouts or punishment.
• Try to keep the same sleep schedule on weeknights and weekends. Limit the difference to no
more than about an hour. Staying up late and sleeping in late on weekends can disrupt your body
clock's sleep–wake rhythm.
• Use the hour before bed for quiet time. Avoid strenuous exercise and bright artificial light,
such as from a TV or computer screen. The light may signal the brain that it's time to be awake.
• Avoid heavy and/or large meals within a couple hours of bedtime. (Having a light snack is
okay.) Also, avoid alcoholic drinks before bed.
Source: NIH
38.
Walking for Your Health
Brisk walking is great exercise, and like other endurance exercises, it can increase your heart rate
and breathing. Endurance exercises keep you healthy, improve your fitness, and help you do the
tasks you need to do every day.
For some, walking for the recommended 30 minutes a day might be difficult. If so, try walking
for 10 minutes at a time and build up to three times a day. As your endurance improves, walk
longer until you can advance to a single 30-minute walk.
As your walk becomes easier, add new challenges, such as climbing a hill, extending the time
you walk, increasing your walking pace, or adding an additional day of walking.
Step counters can help you keep track of your walking, set goals, and measure your progress.
Source: NIH
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39.
Symptoms of depression

Some common symptoms of depression include:
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10 Food for reduce stress
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41.
Signs and Symptoms of Attention-Deficit / Hyperactivity Disorder (ADHD)
ADHD is one of the most common neurodevelopmental disorders of childhood. It is usually first
diagnosed in childhood and often lasts into adulthood. Children with ADHD may have trouble
paying attention, controlling impulsive behaviors (may act without thinking about what the result
will be), or be overly active.
It is normal for children to have trouble focusing and behaving at one time or another. However,
children with ADHD do not just grow out of these behaviors. The symptoms continue and can
cause difficulty at school, at home, or with friends.
A child with ADHD might:
• daydream a lot
• forget or lose things a lot
• squirm or fidget
• talk too much
• make careless mistakes or take unnecessary risks
• have a hard time resisting temptation
• have trouble taking turns
• have difficulty getting along with others
Source: CDC
42.
STDs in Adolescents and Young Adults
Incidence and prevalence estimates suggest that young people aged 15–24 years acquire half of
all new STDs and that 1 in 4 sexually active adolescent females have an STD, such as chlamydia
or human papillomavirus (HPV). Compared with older adults, sexually active adolescents aged
15–19 years and young adults aged 20–24 years are at higher risk of acquiring STDs for a
combination of behavioral, biological, and cultural reasons. For some STDs, such as chlamydia,
adolescent females may have increased susceptibility to infection because of increased cervical
ectopy. Although this is a normal finding in adolescent and young women, these cells are more
susceptible infection. The higher prevalence of STDs among adolescents may also reflect
multiple barriers to accessing quality STD prevention services, including inability to pay,
conflicts between clinic hours and work and school schedules, embarrassment attached to
seeking STD services, and concerns about confidentiality.
Source: CDC
43.
STDs in Women and Infants
Women and infants are at significant risk for long-term consequences of STDs. A woman’s
relationship status with her male partner, in particular, has been identified as an important
predictor of her sexual health. In addition to social factors such as poverty and lack of access to
quality STD services, a woman may be unable to negotiate safer sexual practices, such as
condom use, which can significantly affect her sexual and reproductive health, as well as the
health of her unborn baby. As an example of how social factors can impact women’s health, a
perceived shortage of available men in a community can cause women to be more accepting of
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their partners’ concurrent sexual relationships, and partner concurrency is a factor associated
with increased risk for STDs.
Source: CDC
44.
Breast cancer
Cancer is a disease in which cells in the body grow out of control. When cancer starts in the
breast, it is called breast cancer. As it grows, breast cancer can cause changes in how the breast
looks or feels. A woman may find out she has breast cancer after a routine mammogram.
Prevention Tips
• Keep a healthy weight and exercise regularly.
• Limit the amount of alcohol you drink.
• If you are taking hormone replacement therapy or birth control pills, ask your doctor about
the risks and find out if it is right for you.
• Know your family history of breast cancer. If you have a close relative with breast cancer,
ask your doctor how you can manage your risk.
• A mammogram can't prevent breast cancer, but it can help find it early. Get screened
regularly.
Source: CDC
45.
Asthma
Inhale. Exhale. We do it every day, but some days are harder if you have asthma. Both kids and
adults can go through repeated bouts of wheezing, trouble breathing, chest tightness, and
nighttime or early morning coughing. If you have asthma, you have it all the time, but will only
have attacks when something bothers your lungs. Certain things can trigger an asthma attack like
smoke from cigarettes, smog and air pollution, mold, dust mites, and even cockroaches.
• In most cases, the cause of asthma is unknown and there is no cure.
• If someone in your family has asthma, you are also more likely to get it.
• In the U.S., an estimated 25.7 million people have asthma.
• In the U.S., children are more likely to have asthma than adults.
Source: CDC
46.
Common cold
Most people get colds in the winter and spring, but it is possible to get a cold any time of the
year. Symptoms usually include sore throat, runny nose, coughing, sneezing, watery eyes,
headaches and body aches. Most people recover within about 7-10 days. However, people with
weakened immune systems, asthma, or conditions that affect the lungs and breathing passages
may develop serious illness, such as pneumonia. Common colds are the main reason that
children miss school and adults miss work. Each year in the United States, millions of people get
the common cold. Adults have an average of 2-3 colds per year, and children have even more.
There is no cure for a cold. To feel better, you should get lots of rest and drink plenty of fluids.
Source: CDC
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47.
HIV/AIDS
HIV stands for Human Immunodeficiency Virus. It is the virus that can lead to acquired
immunodeficiency syndrome, or AIDS. Unlike some other viruses, the human body cannot get
rid of HIV. That means that once you have HIV, you have it for life. CDC recommends that
everyone between the ages of 13 and 64 get tested for HIV at least once as part of routine health
care. People with more than one sex partner, people with sexually transmitted diseases (STDs),
and people who inject drugs are likely to be at high risk and should get tested at least once a
year. Sexually active gay and bisexual men may benefit from even more frequent testing,
depending on their risk. CDC also recommends that pregnant women get tested early in their
pregnancy so they can take steps to prevent passing HIV to their babies.
Source: CDC
48.
Lung cancer
Lung cancer is the leading cause of cancer death in the United States. Cigarette smoking is the #1
cause of lung cancer, but it also can be caused by using other forms of tobacco like pipes or
cigars, breathing secondhand smoke, being exposed to asbestos or radon, and having a family
history of lung cancer. Symptoms may include coughing that gets worse or doesn't go away,
chest pain, shortness of breath, wheezing, and coughing up blood. Other illnesses can cause these
symptoms, too. If you have any symptoms, talk to your doctor. The most important thing you can
do to lower your lung cancer risk is to quit smoking and avoid secondhand smoke.
Source: CDC
49.
Zika
Zika virus is spread to people primarily through the bite of an infected mosquito. It can also be
passed from a pregnant woman to her fetus and through sex with a person who is infected with
Zika. The most common symptoms of Zika virus disease (or Zika) are fever, rash, joint pain, and
conjunctivitis (red eyes). Many people with Zika won’t have symptoms so they may not know
they are infected. For those who do have symptoms, the illness is usually mild and can last for
several days to a week. Zika infection during pregnancy can cause birth defects. There is no
vaccine to prevent or medicine to treat Zika. Severe disease requiring hospitalization is
uncommon and deaths are rare. The Aedes mosquitoes that spread Zika virus are found
throughout the world.
Source: CDC
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APPENDIX C. OUTCOME MEASURE SCALES
Center for Epidemiologic Studies Depression Scale (CES-D, Radloff, 1977)
Below is a list of some ways you may have felt or behaved. Please indicate how often you have
felt this way during the last week by checking the appropriate space. Please only provide one
answer to each question.
1.

I was bothered by things that usually don't bother me.
0
1
2
3
Rarely (less than 1 day), Sometimes (1-2 days), Often (3-4 days), Always (5-7 days)

2.

I did not feel like eating; my appetite was poor.
0
1
2
3
Rarely (less than 1 day), Sometimes (1-2 days), Often (3-4 days), Always (5-7 days)

3.

I felt that I could not get rid of the bad mood even with help from my family or friends.
0
1
2
3
Rarely (less than 1 day), Sometimes (1-2 days), Often (3-4 days), Always (5-7 days)

4.

I felt I was just as good as other people.
3
2
1
0
Rarely (less than 1 day), Sometimes (1-2 days), Often (3-4 days), Always (5-7 days)

5.

I had trouble keeping my mind on what I was doing.
0
1
2
3
Rarely (less than 1 day), Sometimes (1-2 days), Often (3-4 days), Always (5-7 days)

6.

I felt depressed.
0
1
2
3
Rarely (less than 1 day), Sometimes (1-2 days), Often (3-4 days), Always (5-7 days)

7.

I felt that everything I did took me a lot of energy.
0
1
2
3
Rarely (less than 1 day), Sometimes (1-2 days), Often (3-4 days), Always (5-7 days)

8.

I felt hopeful about the future.
3
2
1
0
Rarely (less than 1 day), Sometimes (1-2 days), Often (3-4 days), Always (5-7 days)

9.

I thought my life had been a failure.
0
1
2
3
Rarely (less than 1 day), Sometimes (1-2 days), Often (3-4 days), Always (5-7 days)
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10. I felt fearful.
0
1
2
3
Rarely (less than 1 day), Sometimes (1-2 days), Often (3-4 days), Always (5-7 days)
11. My sleep was restless.
0
1
2
3
Rarely (less than 1 day), Sometimes (1-2 days), Often (3-4 days), Always (5-7 days)
12. I was happy.
3
2
1
0
Rarely (less than 1 day), Sometimes (1-2 days), Often (3-4 days), Always (5-7 days)
13. I talked less than usual.
0
1
2
3
Rarely (less than 1 day), Sometimes (1-2 days), Often (3-4 days), Always (5-7 days)
14. I felt lonely.
0
1
2
3
Rarely (less than 1 day), Sometimes (1-2 days), Often (3-4 days), Always (5-7 days)
15. People were unfriendly.
0
1
2
3
Rarely (less than 1 day), Sometimes (1-2 days), Often (3-4 days), Always (5-7 days)
16. I enjoyed life.
3
2
1
0
Rarely (less than 1 day), Sometimes (1-2 days), Often (3-4 days), Always (5-7 days)
17. I had crying spells.
0
1
2
3
Rarely (less than 1 day), Sometimes (1-2 days), Often (3-4 days), Always (5-7 days)
18. I felt sad.
0
1
2
3
Rarely (less than 1 day), Sometimes (1-2 days), Often (3-4 days), Always (5-7 days)
19. I felt that people disliked me.
0
1
2
3
Rarely (less than 1 day), Sometimes (1-2 days), Often (3-4 days), Always (5-7 days)
20. I could not get going; I felt hard to continue the life.
0
1
2
3
Rarely (less than 1 day), Sometimes (1-2 days), Often (3-4 days), Always (5-7 days)
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General Help-Seeking Questionnaire (Wilson et al., 2005)
(1) If you were having a personal or emotional problem, how likely is it that you would seek
help from the following people? Please indicate your response by clicking on the answer that
best describes your intention to seek help from each help source that is listed.
1. Partner (e.g., husband, wife, boyfriend, girlfriend)
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely

2. Friend (not related to you)
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely

3. Parent
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely

4. Other relative/family member
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely

5. Mental health professional (e.g., counselor, psychologist, psychiatrist)
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely

6. Phone help line (e.g., Crisis Line, Teen Line, Lifeline, Kids Help Line)
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely

7. Support Groups in informal mental health services (e.g., Anxiety and Depression Support
Group)
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely

8. Doctor / Primary Care Physician
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely
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9. Teacher (academic adviser, classroom teacher)
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely

10. Someone else not listed above (please list below)
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely

11. Self-help (e.g., meditation, exercise)
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely

12. I would not seek help from anyone.
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely
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General Help-Seeking Questionnaire (Wilson et al., 2005; continued)
(2) If you were experiencing suicidal thoughts, how likely is it that you would seek help from the
following people? Please indicate your response by clicking on the answer that best describes
your intention to seek help from each help source that is listed.
1. Partner (e.g., husband, wife, boyfriend, girlfriend)
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely

2. Friend (not related to you)
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely

3. Parent
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely

4. Other relative/family member
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely

5. Mental health professional (e.g., counselor, psychologist, psychiatrist)
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely

6. Phone help line (e.g., Crisis Line, Teen Line, Lifeline, Kids Help Line)
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely

7. Support Groups in informal mental health services (e.g., Anxiety and Depression Support
Group)
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely

8. Doctor / Primary Care Physician
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely
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9. Teacher (academic adviser, classroom teacher)
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely

10. Someone else not listed above (please list below)
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely

11. Self-help (e.g., meditation, exercise)
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely

12. I would not seek help from anyone.
0

1

2

3

4

5

6

Very Unlikely, Unlikely, Somewhat Unlikely, Undecided, Somewhat Likely, Likely, Very Likely
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Attitude Toward Seeking Professional Psychological Help Scale–Short (Fischer & Farina,
1995)
People at times find that they face problems for which they consider seeking help. This can bring
up reactions about what seeking help would mean. Please use the 7-point scale to rate the degree
to which each item describes how you might react in this situation.
1. I would feel inadequate if I went to a therapist for psychological help.
0

1

2

3

4

5

Strongly Disagree, Disagree, Somewhat Disagree, Neither Agree Nor Disagree, Somewhat Agree, Agree,

6
Strongly Agree

2. My self-confidence would NOT be threatened if I sought professional help.
0

1

2

3

4

5

Strongly Disagree, Disagree, Somewhat Disagree, Neither Agree Nor Disagree, Somewhat Agree, Agree,

6
Strongly Agree

3. Seeking psychological help would make me feel less intelligent.
0

1

2

3

4

5

Strongly Disagree, Disagree, Somewhat Disagree, Neither Agree Nor Disagree, Somewhat Agree, Agree,

6
Strongly Agree

4. My self-esteem would increase if I talked to a therapist.
0

1

2

3

4

5

Strongly Disagree, Disagree, Somewhat Disagree, Neither Agree Nor Disagree, Somewhat Agree, Agree,

6
Strongly Agree

5. My view of myself would not change just because I made the choice to see a therapist.
0

1

2

3

4

5

Strongly Disagree, Disagree, Somewhat Disagree, Neither Agree Nor Disagree, Somewhat Agree, Agree,

6
Strongly Agree

6. It would make me feel inferior to ask a therapist for help.
0

1

2

3

4

5

Strongly Disagree, Disagree, Somewhat Disagree, Neither Agree Nor Disagree, Somewhat Agree, Agree,

6
Strongly Agree
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7. I would feel okay about myself if I made the choice to seek professional help.
0

1

2

3

4

5

Strongly Disagree, Disagree, Somewhat Disagree, Neither Agree Nor Disagree, Somewhat Agree, Agree,

6
Strongly Agree

8. If I went to a therapist, I would be less satisfied with myself.
0

1

2

3

4

5

Strongly Disagree, Disagree, Somewhat Disagree, Neither Agree Nor Disagree, Somewhat Agree, Agree,

6
Strongly Agree

9. My self-confidence would remain the same if I sought professional help for a problem I
could not solve.
0

1

2

3

4

5

Strongly Disagree, Disagree, Somewhat Disagree, Neither Agree Nor Disagree, Somewhat Agree, Agree,

6
Strongly Agree

10. I would feel worse about myself if I could not solve my own problems.
0

1

2

3

4

5

Strongly Disagree, Disagree, Somewhat Disagree, Neither Agree Nor Disagree, Somewhat Agree, Agree,

6
Strongly Agree
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Mental Health Self-Efficacy Scale (Clarke et al., 2014)
Please read each question and rate how confident you are that, on an average day in the next
month, you will be able to do the following things.
On an average day in the next month, how confident are you that…
1. You can keep your stress, anxiety or depression from interfering with the things that you want
to do?
0
1
2
3
4
5
Not at all confident, Not confident, Somewhat not confident, Neutral, Somewhat confident, Confident,

6
Totally confident

2. You can do the different tasks and activities needed to manage your stress, anxiety or
depression so as to reduce your need to see a doctor?
0
1
2
3
4
5
Not at all confident, Not confident, Somewhat not confident, Neutral, Somewhat confident, Confident,

6
Totally confident

3. You can do things other than just taking medicine to reduce how much your stress, anxiety or
depression affects your everyday life?
0
1
2
3
4
5
Not at all confident, Not confident, Somewhat not confident, Neutral, Somewhat confident, Confident,

6
Totally confident

4. You can make your days at least moderately enjoyable?
0
1
2
3

4

5

Not at all confident, Not confident, Somewhat not confident, Neutral, Somewhat confident, Confident,

6
Totally confident

5. You will have moderate amounts of time where you do not experience stress, anxiety or
depression?
0
1
2
3
4
5
Not at all confident, Not confident, Somewhat not confident, Neutral, Somewhat confident, Confident,

6
Totally confident

6. You will be able to effectively manage any stress, anxiety or depression that you do
experience?
0
1
2
3
4
5
Not at all confident, Not confident, Somewhat not confident, Neutral, Somewhat confident, Confident,

6
Totally confident

